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Now you can improve the 
appearance of your best dentures 


are exact copies of attractive, natural teeth, and 
because the new blends of Trubyte New 

Hue Shades are so alive in appearance, you 
can produce dentures that are decidedly 

better looking; much more natural in appearance. 
Your first denture with Trubyte Bioform Teeth 

will convince you that such a splendid 
result was never before possible. 


The Result of Recent Biological Discoveries 


and of Important Developments in the 
Manufacture of Porcelain Teeth... 


NEW IN EVERY WAY 


@ Exact copies of attractive natural teeth 

@ Each size a duplication of another set 
of natural anteriors 

@ Harmonize with the outline form of the 
face, profile and cheek planes 

@ “Vacuum fired porcelain”—denser, 
stronger and more “alive” in appear- 
ance 

@ New blends in Trubyte New Hue Shades 
—react to all lights as do natural teeth 

@ The shades are approximate reproduc- 
tions of Trubyte New Hue Shades. 
There are slight variations in the 
shades of Trubyte Bioform Teeth as is 
characteristic of fine, natural teeth. 

@ New pin position — increases tne reten- 
tion of the tooth and adds to its strength 

@ The full formed linguals are comfort- 
able to the tongue and aid phonetics 


You can depend on Trubyte 


Here’s why you can depend on 
ACCURATE RETURNS every time 


when you ship to us 


As a leading manufacturer of gold and other precious metals 
for over 80 years, refining has long been a vital part of our 
business. Through years of research we perfected scientific 
methods and equipment which enable us to recover every 
grain of value from every bit of scrap and sweeps we refine. 
That's why we can and de make accurate returns on every 
lot. That's why thousands of satisfied customers in the Arts, 
in Industry and in Dentistry use our refining service regu- 
larly. If you have never tried us, we suggest you send us 
your next lot and compare. Ship it direct or through your 
dealer, to our downtown office — 55 E. Washington Street, 


OFFICE AND PLANT. REFINERS E MFRS. 
1900 WEST KINZIE STREET... CHICAGO, 22, ILLINOIS 


A-1 
from 
‘i 
= 
Chicago 2, Ill. 
: 


finest... 


these same natural looking den- 
» tures will be more serviceable and 
more durable. 
And because the natural linguals 
of Trubyte Bioform Teeth are more 
comfortable to the tongue, phone- 
tics will be aided and denture con- 
sciousness minimized. 
Trubyte Bioform Teeth can be a 
powerful stimulant to the develop- 
ment of your prosthetic practice. 


The Result of Recent Biological © New blends in Trubyte New Hue Shades 


Discoveries and of Important Devel- — react to all lights as do natural teeth 
opments in the Manufacture of 

approximate reproduc- 
Porcelain Teeth . . . tions of Trubyte New Hue Shades. There 


are slight variations in the shades of 
Trubyte Bioform Teeth as is character- 
istic of fine, natural teeth 


®@ Exact copies of attractive natural teeth 


® Each size a duplication of another set 
of natural anteriors ®@ New pin position — increases the 


© Harmonize with the outline form of the retention of the tooth and adds to its 


face, profile and cheek planes 
“Vacuum fired porcelain” —denser, © The fully formed linguals are comfort- 
stronger and more “alive” in appearance able to the tongue and aid phonetics 


You can depend on TRUBYTE wy 


TEETH ARE AVAILABLE FROM YOUR TRUBYTE DEALER 
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The bonds we bought for our country’s defense 
are helping our boy become a doctor! 


HOW U. S. SAVINGS BONDS 
ARE PAYING OFF FOR 

| JOHN AND HELEN DALY 

OF STOCKTON, CALIFORNIA 


“Our son Jim always wanted 
to be a doctor,” says Helen 
Daly. “Now he’s getting his 
dreamed-of chance to 
study medicine, thanks to our 
U. S. Savings Bonds.” 


“When Jim was 13, John and I began buying “We've saved $3,550 now and Jim’s in pre- 
© a $100 bond a month for his education medical school. We're still buying U. S. 
through the Payroll Savings Plan.” Savings Bonds to see him through.” 


The Dalys'story can be your story, too! 


You can make your dream come true, too! Start Bond-A-Month Plan where you bank. Saving 
right now! It’s easy. Just take these steps: just $7.50 weekly, in ten years builds $4,329.02! > 
1. Put saving first before you spend a penny. You'll be providing security not only for yourself 
2. Save a regular amount systematically, week and your family but for the free way of life that’s 
after week or month after month. so important to us all. And in far less time than 
3. Start saving automatically by signing up you think, you'll turn your dreams into reality d 
today in the Payroll Plan where you work or the just as the Dalys did! 


FOR YOUR SECURITY, AND YOUR COUNTRY’S TOO, SAVE NOW— 
, THROUGH REGULAR PURCHASE OF U. S. SAVINGS BONDS! 


Your government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America as a public service. 


The Journal of the American Dental Association, Vol. 42, No. 3. Published by the American Dental Association, 


222 E. Superior St., Chicago Ii, Ill. Yearly subscription $7.00 for U. S. and possessions; $8.00 for foreign coun- 
. tries. Single copy seventy-five cents. Entered as second-class matter, December 3!, 1947, at the postoffice at 
be Chicago, Ill., under the act of March 3, (879. Published monthly. Copyright 195! by the American Dente! 


Association. The Journal of the American Dental! Association is indexed in the Index to Dental Literature and, 
in pert, in the Quarterly Cumulative Index Medicus. Biological Abstracts and Chemical Abstracts. 
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..-of plastic partial 
dentures like this — 


In plastic partial dentures the thin, small area 

of denture material supporting an isolated tooth 

rarely has adequate strength. 

Steele’s new DENTURE BACKINGS have an adjustable 
reinforcing bar which is embedded in the denture material 
at this critical area — adding strength and rigidity. 


These new Steele’s DENTURE BACKINGS are supplied 
either for Steele’s Flathack, or Steele’s P. B. E. facings. 
Denture material finishes at a shoulder on the lingual of 
the backing. The technic is simple. 


Drop us a postal card asking for 
Steele’s “Denture Backing Technic.” 


4 


The Columbus Dental Mfg. Co. 
Columbus 6, Ohio 
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provines ALL rHese ADVANTAGES 
YOU LOOK FOR WHEN YOU SWITCH FROM 
A SILICATE TO A FILLING PLASTIC! 


W: shall be glad odie you — 
request—detailed authoritative proof 
only FASTCROWN yon ALL 


HAS BEEN PROVED 


NON IRRITATING TO THE PULP! 


Crown HAS MINIMUM 
DIMENSIONAL CHANGE! 


RESTORATIONS SHOW 
NO COLOR CHANGE! 


RESTORATIONS 
WILL NOT WASH OUT! 
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MULTI-TUFTED 


*Tooth-Ifp Toothbrushes 


JUNIOR SIZE 


MULTI-TUFTED ADULT Size, 55 knots, equipped 
with original ‘Tooth-Tip’, stapled in four rows 
with level trim. Textures: Soft and Medium Ny- 
lon, and Soft Natural Bristle. 


MULTI-TUFTED 27 knot JUNIOR size. Three 
rows, 9 knots in each, trimmed level. Soft Nylon 
texture. 


Many practitioners find these new brushes made 
with soft, small diameter Nylon safe and effective 
for the stimulation of the soft tissues without 
the risk of abrasion or injury which may result 
from the improper or careless use of brushes made 
with larger diameter filaments and with a pro- 
portionately higher degree of stiffness. 

*Tooth-Tip’ is The improved handle for these new Adult and 

a trademark Junior brushes is trim and compact, with every 

ot Lactona Inc. edge and surface rounded, smooth, and carefully 
finished. 


For samples and professional price schedule, please write to 


LACTONA INCORPORATED 


SAINT PAUL 1, MINNESOTA 
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AMMONIACAL 
SILVER NITRATE 
SOLUTION 


(HOWE) 
SOLVES YOUR PROBLEM 
of POSTERIOR CAVITY 
STERILIZATION 
Reduced with 
EUGENOL or FORMALDEHYDE 


Supplied in dropper bottles 


1950 KINE EXAKTA—MODEL V 


“THE DROP HITS THE SPOT" um. 


Single packages or combination 
Ammoniacal Silver Nitrate Sol... 
Eugenol, U.S.P...... 
Formaldehyde 12!/2%/, 

ONE OF KING'S 200 PRODUCTS 


KING'S SPECIALTY CO. 
FORT WAYNE, IND. 


ph 
cavities, Inlays and bridgework, 


ald of the progressive dentist! 
Tessar “‘T’’ Coated Lens 


Extension Tube 
Microscope Ada 


With Kine Exakta. 


EXAKTA CAMERA COMPANY 
46 W. 29th St., New York 1, N. Y. 


Copyright 1950, Exekte Camera Company, Inc. 


NEW Crescent Wig 1-BUG 


(scent DENTAL MANUFACTURING CO. 


1839 South Pulaski 


H... is the NEW, streamlined Model of 
the famous Wig-l-bug, the wonder electric- 
mortar-and-pestle that is placing amalgam 
work on a scientific basis. The dependable, 
trouble-free Wig-l-bug mechanism —that 
has proved so successful—is now housed 
in beautiful bakelite. And a New, 
accurate, easy-to-read electric timer 
has been added. 
Requires only 7 te 10 seconds to 
triturate enough amalgam for the 
average filling. Saves time, prevents 
waste, produces uniformly 
perfect mixes with 
a smooth, fine 
texture. Use the , 
Wig-l-bug with your ‘; ¢ 
preferred alloy. 


Road, Chicago 23, Illinois 


For photographing conditions before and after treatment. 


tax 
FREE—Write Dept. 300 For Free Descriptive Booklet “C" 
on Camera & Accessories and Brochure On Close-Up Technique 


Exclusive Sales And Service Organization In 
U.S.A. For thagee Camera Works, Germany 


re \ 
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ae nd for recording and for 
de patients. The indispensable 

Pent m Eye Level Reflex Viewfinder........ 60.00" 

ater 29.50 
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consideration 


THE SLEDGEHAMMER is a_ potent 
weapon . . . just as many “strong” 
anesthetics are potent. But, just as the 
sledgehammer strikes with shocking 
impact, such anesthetics may cause 
irreparable damage to sensitive tissues. 


MONOCAINE is—first and foremost- 
a safe local anesthetic. Its action is 
gentle, free from untoward reactions: 
tissues return to normal quickly. 


AT THE SAME TIME, Monocaine is 
potent. It assures freedom from dis- 
comfort and pain in all types of oper- 


honicaine t« the registered trede mark 
of the Novece! Chemical Mig. Co., Ma. 


SOVOCOL CHEMICA 


ative procedure. More than 300,000,- 
000 Monocaine injections have been 
made since its introduction in 1937... 
with safety and satisfaction. 


BEWARE sledgehammer anesthesia on 
your patients. Use Monocaine—For- 
mula 2ME—the local anesthetic that’s 
safe as well as potent! 


Specify 
MONOCAINE 


Formula 


_— 
Pot the Satest ! 
4 
In an anesthetic aa 3 
Sof lly _ | 


Give faster pain relief 


with BUFFERIN 


1. BUFFERIN 
enters the 
stomach here. 


3. Burrerin helps 
dilate the pyloric 
5 valve, promptly leaves 
the stomach. 


2. Burrerin exerts its 
ntacid effect, lessening 
the possibility of 


4. Burrerin’s 
analgesic component is 
absorbed into the blood 
twice as fast as aspirin, 
relieves pain. 


When you prescribe BuFFERIN to your patients you 
assure faster relief of pain. Clinical studies' show that 
within ten minutes after BurreRin is ingested, blood 
‘salicylate levels are as great as those attained by aspirin 
‘in twice this time. That is why BuFFERIN acts twice as 

fast as aspirin. 
antacid ingredients provide protection against the 
gastric distress so often seen with aspirin.’ BUFFERIN, | grains of acetylsalicylic acid with 
therefore, is especially suited for use when prolonged | optimal proportions of magnesium 7 
use of salicylates is indicated. carbonate and aluminum glycinate. 


1. Effect of Buffer Agents on Absorption of Acetylsalicylie Acid. 
J. Am. Pharm, A., Se. Fd. 39:21, Jan. 1950. 


is a trade-mark of the Bristol-Myers Company 


A product of BRISTOL-MYERS COMPANY 
19 West 50 St., New York 20, N. Y. 


asPIRIN 
as FAST AS ISTRESS! 
\ twice gastric D | 
\/- wiTHOU 
BUFFERIN 
“AMERICAN 


Cleanliness 
works like 4 


... Say more and more smart dentists 
who have made cleanliness a profitable 
professional asset by using— 


LINEN ana? OWEL SERVICE 


. . the low cost service that supplies 
you with fresh, clean towels, uniforms, 
and other cotton items . . . in the 
quantity, style and sizes you want, when 
you want them! 

Saves You Money—Iimproves Your 
Practice ... You never invest a penny in 
expensive linens when you use Servi- 
linen. Your business is better because 


cleanliness is apparent. 

Increase Your Efficiency . . . Fresh, 
crisp uniforms . . . an abundance of 
soft, clean towels . . . enable you to 
look your best, work your best. 


Guards Public Health .. . Hygieni- 
cally clean linens guard your patient's 
health, give you a reputation for im- 
maculate cleanliness that invites pa- 
tients back again. 

CALL the Linen & Towel Supplier in 
your locality—he'll show you how to 
work better, save money. Get the 
gee informative booklet giv- 
ing complete details about Servilinen 
by WRITING DiRECT TO: The Linen 
Supply Assn. of America, 22 W. Mon- 
roe Street, Chicago 3, Illinois. 


ASSOCIATION OF AMERICA 
and 
NATIONAL COTTON COUNCIL 


people prefer to be treated where 


Most tax penalty cases arise from 
inadequate business records. Tax 
examiners want FACTS! Good 
records . . . not good intentions .. . 
are your protection against un- 
necessary tax penalties and em- 
barassing situations. 


TAX FACTS 


at your fingertips 
in the DAILY LOG 


Every business aspect of a den- 
tist's practice is included. Every 
dollar of income and expense may 
be traced quickly and easily to 
the original transaction . . . your 
tax returns verified beyond a 
doubt. The DAILY LOG is recom- 
mended by tax experts, preferred 
by thousands of dentists for 18 
years. Only $6.50 complete. Satis- 
faction guaranteed. 


Available through your dental supply 
dealer or send this coupon direct. 


Colwell Publishing Co. 
262 University Ave. 
Champaign, Illinois 


Send nd plete informa- 
on the DRILY LOS for Dentists 


©) Send me your CATALOG of dental record 


==| 
PROTECTS YOU 
from 
| | tax Penalties! 
Fe 
INEN SUPPLY 


that meet at cusp ridges are flat and 
smooth. 
Between lingual cusp ridges, instead of 
natural sulci there are two grooves 
directed inward and anteriorly follow- 
ing natural movement of lower jaw. 
Buccal cusps of lower molar slide along 
these grooves without mechanical in- 
terference. This unusual formation op- 
erates to keep cusp ridges sharp and 
prevent dimensional loss of teeth. 
FLX posteriors offer no setup problems. 
Geometric type ridges fall quickly and 
naturally into position in the opposing 
grooves. 
*Free Lateral eXcursion 
tes Send for booklet on scientific 
testing of plastic teeth. 


DURA-BLEND 


TOOTH CORPORATION 


CAMBRIDGE 39, MASS. 
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WHY KEEP ON USING 
A CHIPPED anv JAGGED 


-... WHEN A NEW, SHARP 


CUTWELL BUR 
COSTS ONLY 8 TO 10 CENTS? 


At this low cost, you'll save time in the end by using a 
new bur for each phase of cavity preparation—and be 
better satisfied with the result. 


The Use of NEW Burs is Real Economy... 
especially if they are 


CUTWELL Steet BURS 


THE RANSOM & RANDOLPH CO- 
TOLEDO, OHIO 
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Coneise 


Vitamin 


Facets 


From Merck & Co., Ine. 


—where many of the 


individual vitamins 


were first synthesized. 


[ hese six Merck Vitamin Reviews are yours for 
the asking while the editions last. These concise 
reviews contain up-to-date, authoritative facts 
and can be most useful for quick reference. Please 
address requests for copies to Merck & Co., Inc., 


Rahway, N. J. 
Partial Index of Contents 


»—» Factors that produce avitaminosis. 
»—» Signs and symptoms of deficiency. 
»—»> Daily requirements and dosages. 
»—— Distribution in foods. 

> Methods of administration. 
Clinical use in specific conditions. 


MERCK & CO., Inc. 


RAHWAY, NEW JERSEY 


MERCK VITAMINS are available under the labels 
of leading Pharmaceutical Manufacturers in 
appropriate pharmaceutical forms 


©. 
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Basic therapy for healthy oral mucosa 


SQUIBB 


Four vitamins are essential for the integrity of buccal 

mucosa. Three of them—thiamine, riboflavin and niacina- 

mide—are members of the B complex; these, together with 

Vitamin C, are referred to as the “critical water soluble 

vitamins”. 

When nutritional deficiencies are reflected in oral lesions 

Basic Formula Vitamin Tablets Squibb provide: 

CORRECTION —of the deficiencies often associated with 
changes giving rise to gingivitis 

PROTECTION —when given prophylactically, or as an 
adjuvant to chemotherapy or antibiotic therapy of 
oral infections 


CLINICALLY PROVED, truly therapeutic dosages of: 


Thiamine Hydrochloride 10 mg. 
Riboflavin .......... 
Niacinamide 


Ascorbic Acid 


BASIC FORMULA 


VITAMIN TABLETS 


bi 
3 
| 
4 
Dosage: one or more : 
| Tablets daily = 
Bottles of 30, 100, . 
2500nd 1000 150 mg. 
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The real 


to the problem of tooth decay 


Recently completed clinical data again confirm 

the fact that the most important function in the pre- 

vention of tooth decay is regular cleansing of the teeth after 
eating plus regular biannual visits to the dentist.* In order to 
get your patients to cooperate with this most important function, 
it is necessary to have them use a tooth paste to their liking; one 
that tastes good, cleans efficiently and leaves the mouth feeling 
cool and refreshed. Kolynos Tooth Paste meets these specifica- 
tions to the letter. When you recommend Kolynos Tooth Paste 
to your patients, you may be assured that you will invite their 
cooperation in the consistent and regular function of brushing 
their teeth after eating and will thus help to prevent tooth decay. 
For years Kolynos has been the choice of many discriminating 
dentists throughout the world. Won't you make it your choice too? 


* Fosdick, L. S., The Reduction of the Incidence of Dental Caries, |. immediate 
Tooth Brushing with a Nevtral Dentifrice, J.A.D.A. Vol. 40, No, 2, February 1950, 


Kolyros nen WHITEHALL PHARMACAL COMPANY 22 East 40th Street, New York 16, 
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How chrome 
alloys differ... 


in a series 


metals shrink loo! 


In the process of melting and cooling, TICONIUM shrinks 
1.7%. The special, exclusive plaster-bound investment and 
low-heat technique provide perfect compensation for this 
shrinkage. Only TICONIUM of all the chromes is 

able to use plaster-bound investment. High-heat 

alloys must use a coarser, less accurate type of investment. 
This is another exclusive, superior step in the 

modern TICONIUM technique used only by your 

TICONIUM laboratory. 


is different . .. better... U E 


SS SS SSS SS SSS SSS SSS SSS SSS eee eee eee ee 
TICONIUM - 413 N. PEARL ST., ALBANY I, N. Y. 


PLEASE SEND BROADSIDE, “THE DIFFERENCE 
BETWEEN CHROME ALLOYS." 


STREET 
CITY 
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Lipp 


Principles and Practice 


Principles of Orthodontics 5y J. 4. Salzmann, D.D.S. 
A new edition of this workable digest and review of accepted theories 
and practices in orthodontics. 2nd Edition, 1950. 887 Pages. 533 Illus- 

trations. $15.00 


Oral Medicine by Lester W. Burket, D.D.S., M.D. 
A unique and comprehensive book linking the practice of dentistry 
and medicine. It discusses the many relationships between oral and 
systemic disease. New edition in active preparation. 


Lippincotts Handbook of Dental Practice edited by Louis J. Grossman, 
D.D.S., Dr. med. dent. With 18 contributors. 
A new idea in dental references covering all aspects of dental practice 
with emphasis on useful technics. Ist Edition, 1948. 417 Pages. 306 
Illustrations. $12.00 


Applied Anatomy of the Head and Neck 5y Harry Shapiro, D.M.D. 
The clinical correlations of anatomy with dental and oral therapy—a 
guide for anesthesia, surgery and operative work in general dental prac- 
tice. 2nd Edition, 1947. 303 Pages. 221 Illustrations. $10.00 


Successful Dental Practice by J. Lewis Blass, Ph.G., D.D.S., and Irving Tulkin, D.D.S. 
Principles and procedures of assistance to the dentist interested in build- 
ing and maintaining a successful practice. Ist Edition, 1947. 221 Pages. 
Illustrated, including 20 drawings by Jean McConnell. $5.00 


Color Atlas of Pathology prepared under the auspices of the U.S. Naval Medical 
School, National Naval Medical Center, Bethesda, Maryland. 
- A milestone in modern scientific publishing. Provides a guide for inter- 
preting gross and microscopic findings. Ist Edition, 1950. 546 Pages. 
1,053 figures in full color on 365 plates. $20.00 


A-19 
neott 
| J. B. LIPPINCOTT COMPANY, E. Washington Square, Philadelphia 5, Pa. | . 
Please enter my order and send me the books I have listed below 
| 
| OCash enclosed 
C) Charge my account 


means 


Extremely fine silica 


better casting surfaces 


Three years ago, Durallium researchers 
discovered that the reproduction of 
detail in a cast restoration improved 
directly as more and finer particles of 
silica were added to the casting invest- 


ment. Our schematic illustration shows 
why: the fine silica particles fill virtu- 
ally all crevices. But, initially, this same 
factor presented some difficult prob- 
lems. Most perplexing of these was the 
fact that gases were trapped in the 
mold, due to the investment’s Jack of 
porosity. Obviously, the problem was 
to find a method of eliminating the 
gases without disturbing the density, 
which was responsible for the superb 
casting surfaces. 


To this end, forty-four size-grades of 
silica were tested, first separately and 
then in different combinations, at vary- 
ing temperatures. 3,543 individual ex- 
periments were conducted over a period 
of sixteen months. With the informa- 
tion thus gleaned, the researchers de- 
veloped an entire processing technique, 
and subjected the whole to practical 
testing in the dental laboratory. 

Their results proved to be remark- 
ably good. Our new investment con- 
tains significant amounts of silica so 
fine that it pours like water through 
the finest sieve—its particle size must 
be measured electronically. We call this 
investment Quickset, and proudly offer 
it to dentistry as one of the most revo- 
lutionary developments in dental cast- 
ing techniques in more than a decade. 
Quickset is a most important part of 
the Durametric technique, now in gen- 
eral use by Durallium laboratories. 

With Quickset and Durametrics, 
Durallium laboratories are equipped 
to give you Durallium cast restorations 
that are unparalleled for accuracy and 
detail—unequalled for patient comfort 
and_ satisfaction. 


Watch for the unique 


Centrimetric System of Denture Construction...available soon 


met 


x 


|Durallium 


through your Durallium laboratory 


PRODUCTS CORP. 
809 W. Washington Blod., Chicago 7, Ill. 
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@ On-the-spot oral prophylaxis to prevent or control 
infection is a simple procedure with the PowDALaTor 
Insufflator. All you do is aim the tube at the wound or 
extraction site and squeeze the rubber bulb. Immediately, 
a high concentration of penicillin and sulfanilamide is 
sprayed evenly over the area. 
This direct, localized treatment is effective, nonirritating 


and less apt to cause side-reactions than high systemic doses. 


Try it and note its simplicity and convenience. Your usual 
source can supply you with the PowDaALator package, which 
includes an insufflator bulb and 20 or 100 sterile sealed 
glass tubes, each containing 5000 units of penicillin G 


potassium and 0.25 Gm. sulfanilamide. It 
is stable at room temperature for 18 months. Obbott 


(Abbott's Penicillin Sulfonamide Powder with Sulfanilamide in insuffiator Tubes) 


and infectious bacteria 
q 
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Better Breakfast 


| 
| 


The familiar slogan, “‘a 

breakfast starts the 

y right,” is supported 

by the findings of several 

recent studies. One such 

study ‘tested eight differ- 

ent types of breakfasts on 

adult subjects and measured results in 

terms of blood-sugar levels and the ph 8- 

iological reactions of the subjects.* The 

rotein and calorie content of the break- 
asts varied. 

After breakfasts that furnished 7 to 17 
gm. of protein and 360 to 520 calories, 
the blood-sugar rose rapidly during the 
first half hour and retur to the orig- 
inal fasting level in three hours. After 
breakfasts which provided about 500 

calories and 22 gm. of 

rotein, derived chiefly 

rom the animal sources, 

milk or eggs, the blood- 

sugar rise was normal, but 

the average maximal fig- 

ure was lower and the 
return to fasting level was 

delayed beyond the usual t hour 


period. 


The sustained blood-sugar levels were 


associated with favorable physiological 
responses of thesubjects. A sense of physi- 
cal well-being was reported consistently 
following breakfasts that provided the 
larger quantities of protein-rich food. 
ilk’scontributiontothemorning meal 
was demonstrated in one of the test 
breakfasts. By adding slightly more than 


a glass of milk to a low protein breakfast 
of about 350 calories, bi -sugar levels 
were longer sustained and the meal was 
more satisfying to the subjects than was 
the basic meal. The milk 
supplied not only the ad- 
ditional protein and food 
energy, emphasized in the 
present study, but pro- 
vided many other nutri- 
ents needed for good nu- 
itrition. 

It is evident from these findings that 
important nutritive changes in breakfast 
can be made with little variation in menu 
and with almost no effort. A glass of 
milk, for example, can make the differ- 
ence between a good and a break - 
fast without adding materially to the 
time required either to prepare or to eat 
the meal. 

*Orent-Kelles, E. and Hallman, L. F. The breakfas 
meal in relation to blood-sugar values, U. 8. D. A. Cir- 
cular No. 827 (Dec.) 1949. 


The presence of this seal indicates that 
all nutrition statements in the adver- 
tisement have been found acceptable 
by the Council on Foods and Nutrition ? 
of the American Medical Association. “Spe” 


COUNCIL 
Canal St., Chicago 6, lilinols 


Sinee 1915... the National Dairy Council, a non-profit 
organization, has been devoted to nutrition research and 
education to extend the use of dairy products. 
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Economical? Let us prove it! | 

Send for new folder on Williams “6”. Write to Dept. 3 ee 

4 
Gold | | 

FORT ERIE, ONT BUFFALO 14. NY HAVANA, CUBA 
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UPPORT THE 1I95I RED CROSS FUND 
America’s growing mobilization program is reflected in the 1951 Red Cross 
Fund appeal. This official National Red Cross poster, by Norman Rockwell, 
will be displayed throughout the nation during the month of March when 
Americans will be asked to contribute to the Red Cross to support its year- 
round activities. The overall fund nationwide goal for the American Red Cross 
is $85,000,000. Chicago, which has the world’s largest Red Cross Chapter, is 
indicative of the general increase in the goal this year as a result of the Red 
Cross’ heavily increased work load brought about by the Korean war and 
mobilization. The Chicago Chapter goal is up 24 per cent over 1950, and 
throughout the nation the Red Cross is preparing for constantly heightened 
service to civilians and men in the Armed Forces. 
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This most modern, compact and The orauix, with ultra-fine focus and 


lowest priced dental X-ray 
P rid-action tube, routinely produces 


ray facilites Sul radiographs of unexcelled detail 


time and space. Available with and quality. It is quickly installed and 


simple to operate. Wall mount and mo- 
ee bile models also available. Write for 


4 details, stating name of your dealer and 
type of dental unit. 


PHILIPS company, INC, 
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THE 16TH EDITION... 


IMPORTANT 
ADDITIONS AND REVISIONS 


New classification of products 
Revised provisions for accept- 
ance of products 
Information on agencies re- 
sponsible for drug stand- 
ards 


Up-to-date listing of commer- 
AMERICAN DENTAL ASSOCIATION Current information on ther- 
apeutic agents 
! Prescription writing 


| Available NOW at only $]5° 


_ ORDER DEPARTMENT, AMERICAN DENTAL ASSOCIATION 
222 E. Superior St., Chicago 11, Illinois é 


Check the order you wish to place: 


Place my name on the standing order list to get ACCEPTED DENTAL 
REMEDIES regularly each year beginning with the 1951 edition. 7 


Just send me a copy of the 1951 book. 


| 
{ 
| 
7 
| : 
‘ 
. My check is enclosed 
i 
City Zone State ety 
— 
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AMERICAN DENTAL ASSOCIATION 


Direct resinous filling materials: 


NUMBER 3 


temperature rise during polymerization 


Robert B. Wolcott,* D.D.S.; George C. Paffenbarger,+ D.D.S., 


and Irl C. Schoonover,t Ph.D., Washington, D. C. 


The investigation of the direct resinous filling materials used primarily in place of 
silicate cement is one of the major projects in the cooperative research program on 


dental materials at the National Bureau of Standards. This report on the tempera- 
ture rise of direct resinous filling materials during polymerization contains the trade 
brand names of the materials investigated. Likewise, the manufacturer’s batch 
number is listed when present. The data are applicable only to those specific batches 


mentioned. 


After World War II technical experts 
from the allied countries were sent into 
Germany to investigate any scientific ad- 
vances which had been developed there 
during the conflict. The outstanding de- 
velopment in dentistry was the perfecting 
of a methyl methacrylate resin that would 
harden quickly at mouth temperature 
and which was suitable for restorations. 
This resin, produced early in the war, was 
distributed under the trade name of Pala- 
pont SH (self hardening) by Kulzer and 
Company. Its use, however, was limited 
to testing and clinical studies in the den- 
tal schools and by individual practition- 
An additional investigation by 
Blumenthal’ on the development of den- 
tal resins in Germany during the war is 


reviewed in a special report from the 
Office of Military Government for Ger- 
many. These two reports by Jeffcott' and 
Blumenthal* revealed that the spontane- 
ous polymerization of the methyl metha- 


Publication approved by the Council on Dental 
Research. The opinions or assertions contained herein 
are those of the authors and are not to be construed 
as official or reflecting the views of the Navy De- 
partment or the naval service at large. 

*Commander, DC, USN, stationed at the Nationa! 
Bureau of Standards, Washington, D. 

{Senior research associate of the American Dental 
Association at the National Bureau of Standards, 
Washington, D. C. 

tChief, Dental Research Laboratory, Nationa! Bureau 
of Standards, Washington, 

Jeffcott, George F. Dental education, practice 
and equipment in Germany. Item No. 24, File No. 
XXVIII-ll, p. #7. Combined intelligence objectives. 
Washington, D. C., Department of Commerce, Office of 
Technical Services. 

2. Blumenthal, L. M. Recent German developments 
in the field of dental resins. Fiat Final Report No 
1185, May 27, 1947. Washington, D.C., Department of 
Commerce, Office of Technical Services. 
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crylate resin was induced by the presence 
of a tertiary amine in the monomer. 
Blumenthal believed that the amine acti- 
vated the catalyst (benzoyl peroxide) 
which ordinarily is activated by heating. 
N-trihexyl amine appeared to be the 
choice of the German investigators. The 
publication of this information tended to 
broaden and quicken work on the de- 
velopment of self-curing resins in this 
country. In 1949 and 1950 several direct 
resinous filling materials were marketed 
by American and foreign manufacturers. 
The products used in this investigation 
are listed in Table 1. 


TEMPERATURE RISE DURING 
POLY MERIZATION 


Many dentists thought that the heat gen- 
erated during polymerization of these 


! 
Batch number and | 
date received 


Trade brand 


A-thermoplast V-10 Polymer 101 
Monomer 101 


Dec. 6, 1949 


Dentofil No batch number 


Morch 27, 1950 


No botch number 
Jon. 9, 1950 


Duz-all 


Fastcrown 


Polymer 77 
Monomer 71! 
Dec. 12, 1949 


Polymer 29424 
Monomer 28529 
Oct. 1949 


Polymer 32024 
Monomer 30729 
Nov. 28, 1949 

(For Fig. 3 only! 


Plasto-filling pf3 Polymer 119 
Monomer 119 


Nov. 19, 1949 


Replica 


Polymer U 
May 10, 1950 
Monomer 

May 16, 1950 
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Table | © Direct resinous filling materials investigated 


Athermoplast 
Products, Inc 


Dentol Fillings, Utd 


Corolite Dentol 
Products Co 


Acralite Co., Inc 


The D. Caulk Co 


Plastodent, Inc 


Cosmos Dental 
Products, Inc 


direct resinous filling materials was ex- 
cessive and there was great likelihood of 
damage to the pulp. Such an idea seemed 
reasonable. For instance, a small pellet 
approximately 6 mm. in diameter of some 
resins became unbearably hot when held 
in the palm of the hand. As will be sub- 
sequently shown, there appears to be little 
danger of excessive thermal shock to the 
pulp when masses of resin are employed 
of the size needed for all types of restora- 
tions except the large jacket crowns. 
Since there is meager information in the 
literature as to what thermal shock the 
healthy or diseased pulp in young and 
adult teeth can tolerate without fatal in- 
jury, no decisive statement can be made. 

To determine the factors which may 
influence the peak temperatures and the 
time at which these peaks are reached, 


Address 


Monufocturer 


New York 20 


London N. 16, England 


Chicago 3 


New York 18 


Milford, Det 


New York 52 


New York 17 


; 
i 
= 
| 
— 


observations were made of the effect of 
volume of the restorations, temperature 
of curing, polymer-monomer ratio and 
water contamination of the monomer. 


Procedure * The mixing instructions 
which accompanied the packages were 
used in preparing the specimens. In those 
instances where the directions were vague 
or not sufficiently detailed, substitutions 
were made. The mixing directions are 
briefed in Table 2. All mixes were made 
at 22 + 1°C. (71 + 2° F.). The time of 
beginning the mix is used throughout 
this report as the zero time. Tempera- 
tures were measured with a fine wire (36 
gage) copper-constantan thermocouple 
to minimize heat losses by conduction. 
The junction of the thermocouple was 


Table 2 © Mixing procedure 
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placed approximately at the geometric 
center of the cylindrical specimen (Figs. 
1 and 2) where the maximum tempera- 
ture develops. Otherwise the junction of 
the thermocouple was positioned as il- 
lustrated in Figures 2 and 3. The mold or 
cavity was filled at the conclusion of the 
specified mixing time. To simulate cur- 
ing conditions in the mouth the filled 
mold was transferred immediately to the 
bath which was maintained at 37 + 1° 
C. (98.6 + 2° F.) (Fig. 1) except where 
otherwise noted. 


Effect of Volume * To show the effect of 
the volume of the resin several types of 
specimens were used. In addition to the 
cylindrical mold (200 mm.*) made of 
hard rubber, shown in Figures | and 2, 


Polymer- — 
Trade brand monomer Mixing method 
ratio Total Cavity 
mixing filled 


A-thermoplast 0.35 Gm.to 4 min. 30sec. 5 min. 
v-10 0.25 mi. 


Dentafil 0.45 Gm. to 30 sec. 1 min. 


Duz-all 0.54 Gm. to 2 min. 35 sec. 3 min. 


Fastcrown 0.50 Gm. to 4 min. 40 sec. 5 min. 
0.25 mi. 


Kadon 0.25 Gm. to 30 sec. 1 min. 


Plasto- 0.50 Gm. to 3min. Osec. 3 min. 
filling pf3 0.25 ml. 


Replica 


O sec. Place polymer and monomer in glass jor 
Tap covered jar on table for 30 seconds 
Stir contents for 30 seconds 
Replace cover on jar and do not disturb for 
minutes 
Stir contents for 1 minute or until it no longer 
sticks to the spatula 


0 sec. Mix polymer and monomer on glass slab for 30 


seconds 


O sec. Stir polymer and monomer in glass jor for 30 


seconds 


15 sec. Cover glass jar and contents for 30 seconds 


Stir contents for 30 seconds 
Cover jar and do not disturb for 3/2 minutes 
Stir contents for 10 seconds before using 


0 sec. Mix polymer and monomer on glass slab for 30 


seconds 


30 sec. Stir polymer and monomer in glass jar for 30 


seconds 
Cover jar and do not disturb for 2 minutes 
Stir contents for 30 seconds or until it does not 
stick to spatula 


Mix polymer and monomer on glass slab for 30 
seconds 


Time 
| 
| 
0.25 ml. 
0.25 mi 
4 
4 
4 0.25 mi. 
0.25 ml. 
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extracted teeth having typical prepara- 
tions were employed (Fig. 2). The curves 
in Figure 2, showing the temperature 
rise and the time of peak temperature of 
Kadon as influenced by the size of the 
restoration, represent an average of five 
determinations on each size and shape of 
restoration illustrated. The average small 
rise in temperature of the Class III (20 
mm.*) restoration of only 4° C. (7.2° F.) 
above mouth temperature (curve 3, Fig. 
2) is not hazardous. In the case of the 
medium sized jacket crown (150 mm.*) 
the average rise above mouth tempera- 
ture (curve 2, Fig. 2) is approximately 
seven times greater than in the Class III 
restoration and amounts to a 27.5° C. 
(49.5° F.) rise above mouth tempera- 
ture. This peak temperature is sustained 
momentarily and within two minutes the 
resin on the inside surface of the crown 


4} 


has cooled to an approximate average of 
9° C. (16.2° F.) above mouth tempera- 
ture. No data appear to be available in 
the literature as to whether this tempera- 
ture rise that momentarily accompanies 
the polymerization of the resin in a jacket 
crown is dangerous. 


Temperature Rise in Pulp Chamber + 
The data in Figure 2 on one batch of 
Kadon (Table 1) and all subsequent 
figures (except Fig. 3) do not represent 
the temperature which develops in the 


‘pulp chamber. Thus curve 1, Figure 2, 


represents the temperature rise in the 
center of a small cylinder of resin con- 
fined in a hard rubber mold as illustrated. 
Curves 2 and 3, Figure 2, show the tem- 
perature rise at the dentin-resin junction. 
The actual temperature that develops in 
the pulp chamber is far less and will 


O* CENTIGRADE 
COLD JUNCTION — 


GLASS PLATE | Bw 


- COPPER - CONS TANTAN 
THERMOCOUPLE 


SPECIMEN 
MOLD 


~ GLASS TUBES 


TO POTENTIOMETER 


HEATING ELEMENT 


THERMOSTAT | 


+ POWER 


q ») switcr 


of the thermocouple 


Fig. 1 + Apparatus for determining temperature rise on curing of direct resinous fill- 
ing materials. This figure also shows the cylindrical mold (200 mm.*) and positioning 


| 
THERMOMETER - |. / \ 
/ 
| 
‘ 
waTER 
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(212° 


Fig. 2° Effect of volume 
upon peak temperature dur- 
ing cure of Kadon using a 
200 mm. cylinder, an aver- 
age size jacket crown and a 
Class III cavity preparation. 
Also shown are the thermo- 
couple positions. Each curve 
represents the average of 
five determinations 


DIRECT RESINOUS FILLING MATERIALS 
EFFECT OF VOLUME UPON PEAK 
TEMPERATURE OF KADON 


vary with the thickness of dentin between 
the pulp chamber and the wall of the 
preparation. To demonstrate this thermo- 
couples were placed in the pulp chamber 
and in the resin near the dentin-resin 
junction as illustrated in Figure 3. 
Using Kadon of a different batch 
(Table 1), which produced the greatest 
temperature rise of any material tested, a 
large jacket crown was fabricated on an 
extracted maxillary central incisor. Si- 
multaneous determinations of the tem- 
perature rises were made. The curves 
shown in Figure 3 represent the averages 
of five determinations. The fact that the 
average peak temperatures recorded in 
the restoration and pulp chamber were 
100° C. (212° F.) and 56.5° C. (133° 
F.), respectively, suggests that dentin is 
effective as an insulator. The thickness 
of the dentinal wall about the pulp 
chamber in this tooth ranged between 1.5 


and 2.5 mm. The time of the peak tem- 
perature recorded in the pulp chamber 
lagged slightly behind that of the restora- 
tion. 

The volume of the cylinder (200 
mm.*) formed by the hard rubber mold 
(Fig. 2) represents the largest mass that 
would be used as a restoration in the 
mouth. The average temperature rise is 
high, amounting to 48° C. (86.4° F.) 
above mouth temperature (Table 3). 
The fact that such a high temperature is 
present momentarily (Fig. 3) tempers 
the possible effect on the pulp, but cer- 
tainly when masses approximating 200 
mm.* are used some method of reducing 
the peak temperature should be em- 
ployed. Therefore, it is suggested that 
the crown be built in increments. 


Maximum Peak Temperatures Produced 
by Different Trade Brands * In Figure 4 


| | 
90° | 
(194° F), 
4 | 
. | ' 
(176° 
70° 
: (158° F) 
: j 2 JACKET CROWN 
(50 mm) 
: 60° 
(140° F) 
(20mm) 
50°C 
(122° F) 
40° | 4 
F) | 
66°F) 
MINUTES 
et 
j 
- 
al 
= 
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are shown the maximum temperatures at- 
tained on each trade brand of resin tested 
using the hard rubber cylindrical mold 
which produced a specimen 200 mm.* in 
volume. These curves are not average 
curves but represent the highest values 
obtained in five determinations. Average 
values and average deviations of peak 
temperature and time of peak tempera- 
ture are given in Table 3, columns 2 and 
4, respectively. The data for curve 8 in 
Figure 4 (obtained elsewhere*) is of a 
silicate cement tested under the same 
conditions except that the volume was 
340 mm.° These peak temperatures rep- 
resent the highest that could probably be 
attained in the largest anterior restora- 
tions such as a very large jacket crown. 


DIRECT RESINOUS FILLING MATERIAL 


| 
oo" c 
(212° F) 


OF KADON 


sore} 


(194° F) 


so" c 
(176° F) 


EFFECTIVENESS OF DENTIN 
INSULATION DURING CURE 
OF LARGE JACKET CROWN 


They, therefore, represent possible ex- 
tremes and not ordinary conditions. The 
brands of resin on the left of Figure 4 are 
rapid setting; those on the extreme right 
are slow setting. Therefore, the rate of 
polymerization governs the magnitude of 
the peak temperature and the time at 
which the peak is reached. 

The time of this peak temperature has 
some practical value if it is to be assumed 
that most of the polymerization has taken 
place at this moment. Hence during the 
placement of a restoration, the operator 
should maintain continuous pressure on 


3. Paffenbarger, George C.; Swaney, Aubrey C.; 
Schoonover, tri Dickson, George, and Glasson 
Gilbert F. An investigation of diafil, a dental silicate 
cement. J.A.D.A. 39:283 (Sept.) 1949. 


Fig. 3 * Average tempera- 
tures developed in the pulp 
chamber during polymeriza- 
tion of a large jacket crown 
(approximately 200 mm.*) 
of Kadon. Curve 1 repre- 
sents the average heat pro- 
duction in the restoration 
near the dentin-resin junc- 
tion, and curve 2 represents 
the average temperature rise 
at the coronal end of the 
pulp chamber. Thermo- 
couple positions are illus- 
trated. The dentinal wall 
averaged 2 mm. in thickness 


37° (986.6°F ) 


} 
' 
t | 
| 
70° | 
(158° F) 
(140° F) | 
| 
50°C / 
(122° F) / 2 ; 
/ = 
4o°c / 
(104° F) 7 
| 
30° c 
(86° F) | 4 i 
7 
1 2 3 4 5 7 9 
MINUTES 
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Table 3 © Effect of polymerizing at 22° C. and 37° C. on peak temperature and time of its occurrence 


Average time of peak temperature 


Above 37° C. 
(98.6° F.) 


Trade brand 


| 
| Average temperature rise 
| 


Above 22° C. 
(72° F) 


2 


A-thermoplast V-10 

Dentofil 

Duz-all + 4 
Fastcrown ; 2°F. 
Kadon 4 + 7°F. 


Replica 37 + 


*Cylindrical specimen (Fig. 2) 200 mm.3 in volume. 


the filling until the time of peak tempera- 
ture has been passed. To estimate this 
time a portion of the excess resin can be 
held tightly between the fingers until the 
effect of heat is noted. In this way pre- 
mature removal of the matrix can be pre- 
vented. If the matrix is removed too soon 
the soft, partially cured resin is distorted, 
frequently causing marginal discrepan- 
cies and loose restorations. 


Effect of Temperature Conditions Dur- 
ing Polymerization * The importance of 
conducting all tests on resins of this type 
at temperature actually encountered in 
service was demonstrated by conducting 
some experiments on Kadon and Plasto- 
filling pf3 at room temperature, 22 + 1° 
C. (71.6 + 2° F.), and at mouth tem- 
perature, 37° C, (98.6 F.). (See Figure 
5.) The higher temperatures developed 
in the specimens cured at mouth tempera- 
ture are accompanied by a more rapid 
polymerization rate, as indicated by the 
time of peak temperature. More complete 


67 + 4°F. 16+ 


At 37° C. 
(98.6° F.) 


17 min. 30 sec. 
+ 15 sec. 


6 min. 55 sec. 
+ 15 sec. 


8 min. 15 sec. 
+ 15 sec. 


10 min. 45 sec. 
+ 16 sec. 


4 min. 50 sec. 
+ 20 sec. 


8 min. 15 sec. 
+ 40 sec. 


6 min. 0 sec. 


23 min. 12 sec. 
+ 3 min. 


17 min. 51 sec. 
+ 1 min. 


17 min. 6 sec. 
+ 1 min. 


20 min. 30 sec. 
+ 1 min. 


11 min. 20 sec. 
+ 45 sec. 


14 min. 36 sec. 
+ 15 sec. 


13 min. 50 sec. 


7 + 1 min. 


polymerization probably occurs because 
higher peak temperatures developed in the 
specimens cured at mouth temperatures. 
An attempt was made to test this idea 
using a quick qualitative method for de- 
termining the completeness of the poly- 
merization as suggested by Bauer.* In 
this test the sample is placed in a glycerin 
bath at 150° C. (302° F.). A large num- 
ber of small bubbles caused by the vapori- 
zation of the free monomer soon collect 
on the surface of an incompletely poly- 
merized resin. A fully polymerized resin 
does not form bubbles within 30 seconds 
after immersion in the bath. Bubbles ap- 
peared on both specimens cured at 37° 
C. (98.6° F.) and 22° C. (71.6° F.) in- 
dicating the presence of residual mono- 
mer. Some of the specimens cured at 22° 
C. (71.6° F.), and then given an addi- 
tional cure by heating at 71° C. (160° 
F.) for 30 minutes, also showed bubbles 


4. Bauer, W. Schnellmethode zur Bestimmung der 
Volistandigkeit der Polymerisation von Methacrylhar- 
zen. Kunststoffe 40:94 (March) 1950. 


| (72° F) 
1 3 4 

| 
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100°C 
(212° 


DIRECT RESINOUS FILLING MATERIAL 


TEMPERATURE RISE DURING CURE OF 
SPECIMEN 200 mm® IN VOLUME 


A-THERMOPLAST V~-10 
OENTAFIL 
Ouz-4LL 


amet Fig. 4 * The temperature 


pa rise and time of peak which 

REPLICA occur during cure of cylin- 

SRICATE CEMENT drical specimens (200 mm. 
in volume) of seven resins 
and a silicate cement (340 
mm.’ in volume). Each curve 
represents the highest tem- 
perature recorded of five 
determinations 


veruwn- 


(194° F) 
DIRECT RESINOUS FILLING MATERIAL 
EFFECT OF CURING TEMPERATURE UPON 
PEAK TEMPERATURE OF SPECIMEN 
200 mm® IN VOLUME 


RADON CURED AT 57°C (96.6°F) 
KADON CURED aT 22°C (7).6°F) 
PLASTOFILLING CURED aT 57°C 
Fig. 5 * Effect of curing PLASTOPILUING CURED AT 22°C 
temperature upon peak tem- 
perature and time of peak 
during polymerization of 
200 mm. specimens of 
Kadon and Plasto-filling p{3. 
These curves represent the 
highest temperatures re- 
corded of five determinations 


3 “4 


= 
} 
| 
: | 
(194° F) | 
80" 4 
(176° F) | 
70°C 
(158° F) 
4 50° ¢ | i 
8 \ 
/ 
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REPLICA 


DIRECT RESINOUS FILLING MATERIAL 


EFFECT OF POLYMER-MONOMER 
RATIO UPON PEAK TIME AND} 
TEMPERATURE DURING CURE 
OF 200mm SPECIMEN OF 


0.50g to 0.25mi 
2 0.50g to 0.30mi 
3 0.50g to 0.36mi 


T 


Fig. 6+ Effect of polymer- 
monomer ratio upon the peak 
temperature and time of 
peak temperature during the 
cure of specimen (200 mm.’ 

in volume) of Replica. Each 
curve represents an average 
of five determinations 


on the surface when heated for less than 
30 seconds in the glycerin bath. The test 
quickly distinguished denture base resins 
which were cured by boiling in water 
from those which polymerized at room 
temperature. 

Data showing the effect of temperature 
conditions on the peak temperature and 
the time of its occurrence of all the resins 
are given in Table 3. The resins having 
the fastest time of setting usually are af- 
fected most by the temperature environ- 
ment during polymerization. They are, 
therefore, more responsive to variations 
in temperatures at which they are mixed. 
Clinically, polymerization may be accel- 
erated by application of heat during the 
cure. This may be done by heating the 
slab or mixing jar, or by warming the 
resin in situ with a stream of hot air or 
water. This procedure would also elevate 
the peak temperature. 


Effect of Powder-Liquid Ratio + The 
production of heat occurs when the 


monomer is converted to the polymer. If 
it is assumed that in all cases the poly- 
merization proceeds to completion, then 
the more monomer present in the mix 
the greater the amount of heat evolved. 
Thus, the thinner mix should evolve more 
calories than the thicker one. There are, 
however, other factors that need to be 
considered in predicting the effects of the 
polymer-monomer ratio on the peak 
temperature and the time of its occur- 
rence. One factor is the different concen- 
trations of catalyst and activator present 
in the different consistencies of mix. The 
catalyst is usually in the polymer 
(powder) while the activator is in the 
monomer (liquid). Since the thicker mix 
will contain a relatively larger amount 
of powder the amount of catalyst will be 
proportionately greater. An increased 
concentration of the catalyst will prob- 
ably speed the reaction and cause the 
peak temperature to occur sooner in a 
thicker than in a thinner mix. The ex- 
perimental results bear out this theory 


: 
gorc 
sorc 
(176° Fy 
+3 
(158° F) 
(140° F) 
(122° F) 
(104° F) 
(98.6°F) 
= 
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(Fig. 6). The heaviest consistency of mix 
had the most rapid setting time as evi- 
denced by the time of the development of 
the peak temperature. 

The data in Figure 6 also indicate 
that changing the powder-liquid ratio; 
that is, the consistency of the mix within 
a practical range, has little effect upon 
the peak temperature developed. 


Effect of Addition of Water to Monomer 
* It is reasonable to expect that the resins 
may be contaminated by water during 
manufacture, from undried mixing slabs, 
jars, instruments, cavities or from con- 
densation occurring on the afore-men- 
tioned equipment. This will be especially 
true where moisture condenses on a 
chilled slab or jar used in mixing. 
Sweeney® presented viscosity measure- 
ments showing that water in small 
amounts hastens the induction period of 
polymerization which shortens time of 


hardening. The effect of water was also 
demonstrated by temperature measure- 
ments (Fig. 7 and Table 4). One per 
cent of distilled water was added to the 
monomer of Kadon and Plasto-filling 
pf3 prior to mixing with the polymer. 
The average of five peak temperatures 
and the time of their occurence meas- 
ured on each resin at body temperature 
are shown in Table 4. The determinations 
which produced the highest peak with 
the normal and water-added monomer 
of Plasto-filling pf3 are shown in Figure 
7. In each instance, assuming that a 
polymer of similar structure was formed, 
the presence of this small quantity of 
water shortens the initiation time and in- 
creases the speed of polymerization. In 
accordance with the previous observa- 


5. Sweeney, W. T. Some factors which affect poly- 
merization of acrylic resins. Presented at the annua! 
meeting of International Association for Dental Re- 
search, French Lick, Indiana, March 25, 1950. 


T 


T T 
DIRECT RESINOUS FILLING MATERIAL— 


SPECIMEN 200 mm3 IN VOLUME OF 
PLASTOFILLING 


EFFECT OF ADDITION OF WATER TO MONOMER 
UPON PEAK TIME AND TEMPERATURE OF 


1 MONOMER PLUS 1% WATER 
2 NORMAL MONOMER 


10 


7 
MINUTES 


Fig. 7 + Effect of addition of water to the monomer upon the peak temperature and 
time of peak temperature of specimens (200 mm.’ in volume) of Plasto-filling pf3. 
These curves represent the highest temperatures recorded of five determinations 
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Table 4 « Influence of water in monomer on peak temperature and time of its occurrence 


No water added to monomer 


Product Average 


| Watert added to monomer 


Average 


Time of peak 
temperature 


Temperature rise 
above 37°C. (98.6°F.) 


Temperature rise 
above 37°C. (98.6°F.) 


Time of peak 
temperature 


Kadon 
+ 20 sec. 


8 min. 15 sec. 
+ 40 sec. 


Plasto-filling pf3 


; * Cylindrical specimen {Fig. 2) 200 mm.3 in volume. 
t One per cent of distilled water by volume. 


tions (Fig. 4), the earlier the peak tem- 
perature is reached the higher it is. 


CONCLUSIONS 


Polymerization of the direct resinous fill- 
ing materials proceeds at room and 
mouth temperature with an evolution of 
heat. The peak temperature and time of 
this peak depend upon brand, volume, 
curing temperature, polymer-monomer 
ratio and the presence of small quanti- 
ties of water in the monomer. Tests run 
on these variations showed that: 

1. Slower curing resins produced 
lower peaks and faster curing resins pre- 
sented higher peaks. 

2. Volumes which are required to con- 
struct large jacket crowns of the more 
rapid curing resins can produce peak 
temperatures as high as 100° C. (212° 
F.) in the resin near the dentin-resin 


4min. 50sec. 48+ 4°C. 86+ 7°F. 


20+2°C. 36 + 4°F. 


3min. 49sec. 544 3°C. 97 + SF. 


+ 19 sec. 


7 min. 20sec. 35 +3°C. 63 + SF. 


+ 17 sec. 


junction. However, if approximately 2 
mm. of dentin surround the dental pulp 
these temperature peaks may be reduced 
to the vicinity of 56° C. (133° F.) in the 
pulp chamber. Temperature rises of the 
smaller restorations are of no clinical con- 
sequence. 

3. Resins cured at body temperature 
produce higher peak temperatures and 
reach them more rapidly than those 
cured at room temperature. 

4. The addition of 1 per cent distilled 
water to the monomer will produce a 
greater temperature rise and a more 
rapid rate of polymerization. 

5. The effect of varying the polymer- 
monomer ratio is to produce a somewhat 
faster rate of polymerization with the 
thick mixes and a slower rate with the 
thin mixes. The peak temperatures ap- 
pear to remain nearly constant. 


Other properties of the direct resinous filling materials now under investigation 
which will be the subject of subsequent reports include solubility, resistance to 
change in color, flow, dimensional change during polymerization, dimensional 
change from absorption or loss of water, porosity, completeness of polymerization, 
water sorption, hardness, strength and clinical behavior. The effects of technic and 
impurities upon the foregoing properties of these resins will also be investigated. 
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Plastic duplication of anterior teeth 


in the construction of immediate dentures 


Arthur Van Victor, D.D.S., East Detroit, Mich. 


The varied reactions to the use of plas- 
tics in duplication of teeth have been the 
cause of considerable controversy. Im- 
perfections in plastic teeth have caused 
many men to feel reluctant to use them. 
However, many have recognized the ex- 
cellent qualities of plastic teeth and have 
learned that a plastic tooth can be a 
satisfactory medium of greater strength 
and that it can achieve an esthetic effect 
hitherto thought impossible. 

In the posterior part of the mouth, the 
problem of the use of plastic teeth is still 
to be solved and in certain cases porce- 
lain posterior teeth still may be a more 
practical solution. It is the hope of many 
men that the improvements in plastics 
which are being made will mean that 
eventually a posterior plastic tooth will 
be available which will answer all of the 
requirements. 

The technic used in the fabrication of 
a plastic tooth will be described. The ap- 
plication of this technic in immediate 
denture construction will aid in a more 
complete understanding of the duplica- 
tion process. 

There is no special equipment required 
for this technic and it can be handled 
very simply in the average dental office. 
However, the following are suggested as 
useful though not absolutely essential 
items: (1) a 35 mm. camera to record 
pictures of the patient; (2) an adaptable 


articulator such as a Hanau or Gysi, and 
(3) an intraoral centric recording instru- 
ment such as a Coble tracer. 


TECHNIC 


A complete roentgenographic examina- 
tion is made and a prophylaxis is per- 
formed, paying special attention to the 
anterior teeth which are to be duplicated. 
A record is made of the existing vertical 
dimension, both at the rest position and 
with occlusal contact, bearing in mind 
the difference between the two in order 
to determine to what extent the vertical 
dimension should be opened. The shade 
of each anterior tooth is noted and a dia- 
grammatic sketch is made to include 
fillings and individual markings. A pic- 
ture of the anterior teeth is then taken. 

Immediate dentures can be divided 
into two classifications as follows: 


The Continuous Flange Type * This type 
has a closed labial surface and seems to 
be the most widely accepted type of im- 
mediate denture. With it alveolectomy 
is usually accomplished at the time of the 
insertion. This allows enough room for 
the thickness of the labial flange and the 
lip will not protrude. 


The Socketed Type * This type has no 
labial flange and the anterior teeth are 
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Fig. 1 *« The models poured in soluble plaster. 
Teeth are restored with inlay wax prior to their 
separation from each other. Finished teeth 
from this model may be seen in Figure 8 


allowed to extend into the sockets at the 
time of extractions. Since this denture 
does not have any labial flange it may 
be inserted without any surgical proce- 
dure other than the simple extraction of 
the anterior teeth. The depth of the 
socketing is dependent on the amount of 
bony recession expected during the heal- 
ing period. The labial flange is filled in 
at the time the denture is rebased. It is 
possible with the socketed type of den- 
ture, when the mouth has healed, to butt 
the anterior teeth if the upper lip exposes 
too much of the labial flange. This 
method is not suggested as it is felt that 
the socketed type of immediate denture 
should always be replaced by a continuous 
flange denture at the end of the healing 
period. 

With these two types in mind, a care- 
ful examination must be made of the pa- 
tient’s lips, taking care to observe how 
much of the teeth and supporting tissues 
are exposed during lip movements. 

In many cases it is preferable, because 
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of the prominence of the supporting struc- 
tures, to utilize the sockcted type of den- 
ture in the maxillary jaw and to use 
both types of denture in the lower jaw. 
This paper will consider only the sock- 
eted type of denture, with the hope that 
the possibilities of the duplication technic 
and its application to other types of den- 
ture construction will be recognized. 

When a socketed denture is decided 
upon, it must-be remembered that at the 
end of the healing period the open front 
must be closed either by rebasing or re- 
setting the entire denture. 

The posterior teeth are extracted, al- 
lowing the necessary interval for primary 
healing to elapse, at which time an upper 
and lower alginate or colloid impression 
is taken and poured in stone. A separate 
impression is taken of the anterior teeth 
in the same material and then poured in 
soluble plaster. This model will serve to 
make the mold for the duplication process. 


DUPLICATION PROCESS 


Each tooth is separated by sawing through 
the plaster model from the base into the 
embrasure (Fig. 1). The final separation 
is accomplished by inserting a sharp in- 
strument into the contact point from the 
lingual side. The base of each plaster 


Fig. 2 + Plastic teeth shown in position in the 
flask after processing 
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Fig. 4 * Corrected baseplate has been removed 
with the alginate impression. This impression 
will accept the previously prepared duplicate 
plaster teeth 


tooth is then trimmed so as to create a 
smooth stump from the cervical margin 
to the tip of the root. All discrepancies on 
the crown of each tooth may then be 
corrected. 

A separating material is painted on 
these prepared teeth and they are then 
invested in stone in a denture flask. The 
six anterior teeth are placed side by side, 
leaving the labial surfaces exposed. The 
top half of the flask is poured and al- 
lowed to set, following which the flask is 
boiled, and after separation of the two 
halves, the soluble plaster is carefully re- 
moved. The mold is then painted with a 
tinfoil substitute and allowed to dry. It is 
now ready to receive the plastic material. 
The correct amounts of dentin and incisal 
color are placed in separate jars. The in- 


Fig. 3 + Plastic teeth have been removed from 
the mold and are ready to be trimmed. The 
cellophane has left a highly polished surface 
with the result that no subsequent polishing 
need be done. Another set of anterior teeth can 
be processed in the same mold to be used in 
duplicate cases 


Fig. 5 * Plastic teeth have been carefully 
seated in their respective position in the im- 
pression and may now be poured 


cisal color is divided into halves, and 
part of it is mixed with the plasticizer and 
immediately placed in the various molds 
to partly fill them, covering the entire floor 
of the mold. The dentin color is then 
mixed with the plasticizer and also im- 
mediately placed in the mold in excess, 
allowing enough space for the remaining 
incisal color which is then applied. The 
amount of space allowed for the incisal 
color should correspond to the previously 
obtained records of the anterior teeth. 
The plastic is allowed to take on con- 
siderable body before the flask is closed. 
The resultant resistance to closure adds 
to the strength and to the condensation, 
and reduces volume change in the fin- 
ished teeth. A test pack is run, and when 
the flask is reopened the soft pressed plas- 
tic teeth are removed from the mold, the 
operator exercising every precaution to 
avoid distortion. The flask is removed 
very carefully with a sharp scissors, the 
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teeth are replaced in their respective 
molds, and another test pack is run. This 
will firmly seat each tooth, making it pos- 
sible to place the various fillings, hair line 
checks, and stains. Here it is wise to refer 
to the diagrammatic sketch originally 
made of the anterior teeth. The possibili- 
ties of personalizing these plastic teeth at 
this stage are unlimited and should not be 
underestimated by the operator. The 
teeth are now ready for processing which 
is done against cellophane to insure a 
highly polished labial surface (Fig. 2). 
After processing, the teeth are removed, 
the flash is trimmed, and the teeth are 
ready for the setup (Fig. 3). 


DENTURE TECHNIC 


The final impression is taken by adapting 
a reinforced baseplate over the edentu- 
lous area, and correcting it with a zinc 


Fig. 6 * A: Model has been poured in stone. 
The setup has been completed and the teeth 
are ready to be waxed to the rest of the 
denture after the setup of the posterior 
teeth. B: Completed denture showing the 
extent of the socketing. C: Finished denture 
15 days after insertion 
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oxide eugenol paste in the mouth. With 
this corrected baseplate in position in the 
mouth, an alginate or colloid impression 
is taken to include the anterior teeth and 
the entire baseplate. The entire baseplate 
and impression should be removed simul- 
taneously (Fig. 4). The stumps of the 
duplicated plastic teeth below the cervical 
margin are painted with a thin coating of 
wax. They are inserted into their respec- 
tive positions (Fig. 5) in the impression 
which is then poured in a very hard 
stone. The resultant model is a duplica- 
tion of the edentulous area in stone, with 
the plastic teeth in position in lieu of 
stone teeth (Fig. 6 A, B and C). This 
important step accomplishes the setup of 
the anterior teeth in a very simple man- 
ner. Baseplates are made to receive the 
setup of the posterior teeth, over which 
biterims are formed. The bite is then 
taken at the corrected vertical dimension. 
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Care must be exercised at this time to 
avoid too much vertical opening, as very 
often an open bite relation develops as 
the result of an attempt to develop in- 
cisal clearance. Having obtained correct 
vertical dimension, incisal interference 
may be present which can only be cor- 
rected by shortening the anterior teeth. 
A good esthetic result is very often diffi- 
cult to obtain while retaining incisal 
clearance at the correct vertical dimen- 
sion. The incisal relationship, in some 
cases, may have to be a compromise. The 
baseplates are luted to the stone models 
which are articulated, and the centric 
recording device is attached (Fig. 7 above 
and below). This must be done at this 
time in order to correct centric occlusion 
at the selected vertical opening. 

At this time the posterior teeth are set 
up. A mechanical posterior plastic or por- 
celain tooth has been successfully used. 
Incisal clearance is usually a problem and 
there is not enough lateral movement to 
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warrant the use of a cusp tooth. After 
dentures are seated some vertical change 
during the healing period must be ex- 
pected, and a mechanical tooth permits 
this change with less irritation to the 
tissues. 

The dentures are now ready for proc- 
essing. Since these are socketed dentures 
the labial area must be left unwaxed. The 
insertion of the denture should be accom- 
plished with a minimum of surgery. The 
socketed type of denture lends itself to 
this type of treatment, and in many cases 
simple extractions are all that are neces- 
sary before insertion. 

The stumps of the anterior teeth in 
these dentures are exposed. Being made 
of a material that accepts correction, they 
can be allowed to extend into the sockets 
of the extracted teeth to a far greater 
depth than if porcelain teeth were used. 
The depth is determined by the amount 
of blanching of the tissue at the time of 
insertion of the denture (Fig. 8). 

A difficulty in utilizing this type of 
prosthesis service is that the final outline 
of the alveolar ridge must be predicted. 
Then, too, there is the loss of retentive 
qualities in the immediate denture which 
frequently exceeds the accommodation of 
the patient before the complete healing 
process has taken place, thus necessitat- 
ing rebasing in a very short time follow- 
ing surgery. This is especially true on the 
lower ridge, where stability is very often 
a problem even in a completely healed 
mouth. 


SUMMARY 


1. A plastic duplication technic is cer- 
tainly not new. However, a different ap- 


Fig. 7 * Above and below: The Coble intra- 
oral tracers shown in position. They preserve 
the vertical opening and lend support to the 
weak base plates 
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B: Immediate dentures at time of insertion. 
Note the way the gum tissue festoons itself 
around the necks of the teeth 


proach is presented which results in a 
technic easier to handle for the average 
operator. 

2. This technic can be extended to in- 
clude a regular denture service, as per- 
manent rubber molds of these teeth can 
be made to be used in similar edentulous 
cases. It is possible to develop enough 
molds so that the operator need never 
use a stock anterior tooth. 
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Fig. 8 * A: Picture taken at time ient 
was first seen. Anterior teeth needed shorten- 
ing in order to create incisal clearance and 
improve esthetics 


C: Immediate dentures in place in patient's 
mouth 


CONCLUSION 


For many years dentists have recognized 
the ineffectual duplication rendered by 


the use of a stock anterior tooth. It is 
hoped that the operator’s interest in a 
technic that will render a service more 
nearly approaching cosmetic perfection 
will be stimulated. 

22422 Gratiot Avenue 


Merit + There is endless merit in a man’s knowing when to have done. Carlyle. 
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repair of human 


The pattern of resorption and 


cementum 


The occurrence of resorption and repair 
of the roots of permanent teeth has inter- 
ested many investigators, especially in re- 
lation to periodontal conditions and to 
orthodontic treatment. 

This histologic investigation is prima- 
rily concerned with a quantitative analysis 
of the resorption pattern of cementum in 
terms of the number, size, distribution 
and types of resorption areas. This quan- 
titative approach appeared to be espe- 
cially indicated since previous investiga- 
tions of cementum have been only of a 
descriptive nature. 

The first mention of the resorption of 
the roots of permanent teeth which was 
found in the literature was made by 
Bates' in 1856. Since that time Chase,? 
Harding,’ Whitslar,* Talbot,® Ottolen- 
gui,® Gottlieb,’ Orban,**° Marshall,** ** 
Kronfeld** ** and others have made note- 
worthy contributions to our knowledge 
concerning the resorption of the roots of 
permanent teeth. It is now generally be- 
lieved that resorption of the root of a 
permanent tooth may be the result of 
mechanical irritation or trauma, inflam- 
mation or systemic disturbances. 

The mechanism by which resorption of 
the root is accomplished is probably simi- 
lar to that described for bone by Wein-. 
mann and Sicher.** They assert that the 
osteoclasts remove the organic material 
from the bone. As a result, the inorganic 


L. Henry,* D.D.S., M.S., and J]. P. Weinmann,t M.D. 


salts, having lost their framework, are 
carried away by the tissue fluids and the 


macrophages. 


Part of a dissertation submitted in partial fulfilment 
of the requirements for the degree of Master of Science 
in Histology at the University of Illinois. 
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Bridgman** expressed the belief that re- 
pair of the root surface of permanent 
teeth could occur. Black*’ pointed out 
that root resorption is repaired by forma- 
tion of cementum. Fletcher'* demon- 
strated repair by cementum in histologic 
sections. Works by Sippy,’® Orban,*’ 
Marshall,'* Beube®® and others have con- 
tributed to our better understanding of 
how repair of the root surface occurs. 
Orban*:* showed that repair of the root 
surface takes place once the cause of re- 
sorption is removed and classified repairs 
as functional and anatomic. 

Studies by Ketchum,”* Becks,?* Hem- 
ley,** Oppenheim** and others have con- 
tributed valuable information concern- 
ing resorption and repair of roots of 
permanent teeth in relation to ortho- 
dontic treatment. However, they de- 
termined the incidence and prevalence of 
resorptions following orthodontic treat- 
ment only on the basis of roentgenograms. 
There appears to be consensus among 
these investigators that the permanent 
teeth of some individuals show a greater 
predisposition to resorptions than do the 
teeth of others. 

A more extensive review and résumé of 
the literature on root resorption of per- 
manent teeth can be gleaned from the 
publications of Tomes,”° Henley** and 
Steadman.** 


MATERIALS AND METHODS 


Materials * This investigation is based on 
the histologic study of 15 human denti- 
tions containing 261 teeth and their sup- 
porting tissues. The material used forms 
a part of the collection of the Depart- 
ment of Histology of University of IIli- 
nois College of Dentistry, and a part of 
the collection of the Department of Anat- 
omy of Loyola University College of Den- 
tistry. The dentitions were obtained from 
persons brought to autopsy at various hos- 
pitals. The medical records of these in- 
dividuals did not reveal any unusual 
cause of death which might have a 
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specific bearing on the problem of re- 
sorption. 

The jaws had been photographed and 
models of the dentitions had been pre- 
pared. In most instances, roentgenograms 
had been taken prior to the routine 
method of decalcification and embedding. 
The teeth had been sectioned in bucco- 
lingual and mesiodistal planes, and 
stained with hematoxylin and eosin. 

One hundred and sixty-two (62 per 
cent) of the teeth were sectioned mesio- 
distally, while 99 (38 per cent) of the 
teeth had been sectioned buccolingually. 
The molar, bicuspid and anterior regions 
of the dentition were represented by at 
least 20 teeth. 


Method of Analysis * A resorption area 
was determined by the presence of either 
a resorption or a reversal line. A resorp- 
tion line was recognized as the line of 
junction between the dentin or cementum 
and the connective tissue in an area where 
resorption but no repair had occurred. 
A reversal line was recognized as the line 
of junction between the unresorbed area 
of the root and the newly formed ce- 
mentum in a resorption area. 
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The length of a resorption area was de- 
termined by measuring the greatest long 
diameter of each resorption or reversal 
line. The depth of a resorption area was 
obtained by measuring the diameter be- 
tween the deepest point of penetration 
and a plane that corresponded to the re- 


Table 1 * The number and distribution of the teeth 
investigated and the presence or absence of resorp- 
tion on these teeth 


Younger age group Older age group 
(16-32 years) (33-58 years) 
| Teeth show- | Ratio of 
Den-} | Teeth showing ing no re- teeth 
tition Age! resorption sorption | with no 
no. | areas areas resorp - 
| tion 
iRight left [Right left | areas 


2 in 16 


23 9 § 12356 7 7 

32 167 8 3 in 14 
U 23 7653 124567 8421 38 

8765432 6 in 23 
24 25 4321 123678 


4 
7543 3457 2 2 3 in 2) 
7 25 8763 678 


76 678 8 lin 13 
30 3 62 456 43) 

54 3 4in 11 
49 32 87654321 124678 3 

876432 12345678 5 2 in 30 
44 3% 8753 3568 

8532 123478 0 in 18 
47 38 76543 345 

854321 38 Oin 16 
51 40 764 

8754321 1245 3 lin 15 
41 42 7654321 123567 

87543 0 in 18 


81 56 65421 1256 
85321 12378 4 a 2 in 21 
11 58 8764 468 


82 4568 0 in 13 
78 «S58 2) 2 1 
65 
25 in 261 


90.5 per cent of all teeth examined exhibited resorp- 
tion areas. 

9.5 per cent of all teeth examined exhibited no re- 
sorption areas. 

13.6 per cent of the teeth in the younger age group 
exhibited no resorption areas. 

3.6 per cent of the teeth in the older age group 
exhibited no resorption areas. 

If we hypothesize that all teeth are resorbed and sub- 
ject the data to statistical scrutiny by solving for chi- 
square, the value obtained is 2.39!. This hypothesis is, 
therefore, tenable on the basis of these data. 
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Table 2* Number of resorption areas per tooth 
per dentition 


Younger age group (16-32 yeors) 


No. | Toto! | Average 


Den- Teeth investigated | of | no. no. re- 
tition| Age teeth) re- | sorption 
no. in | sorp- jareas per 


den-/| tion |jtooth per 


Right Left/tition | areas | dentition 


19 16 854321 12357 
87654321 1234578 26 85 3.3 


14 #19 875 123456 

8754 678 16 31 19 
23 «19 «75 123567 

52 1678 14 24 17 
U 23 87654321 12345678 

8765432 23 43 19 


24 25 4321 1234678 
75432 23457 2! 73 3.5 
7 25 8763 678 


876 678 13 43 3.3 
3 30 64321 456 

543 15 14 
49 32 87654321 1234678 


8765432 12345678 


Older age group (33-58 years) 


44 36 8753 3568 

8532 123478 18 93 5.2 
47 3% 76543 345 

854321 38 16 70 45 
51 40 764 

8754321 12345 15 42 2.8 
41 42 7654321 123567 


82 4568 13 52 4.0 
78 «58 2) 12 
65 6 7 6.2 


Totals 261 922 3.5 


The average number of resorption areas per tooth per 
dentition is significantly different in the younger and 
older age groups. The probability that the difference 
between the means of both groups is significant is 
more than 99 in 100. 

(p less than | per cent; t equals 2.8). 


constructed surface of the root. The meas- 
urements were made with an eyepiece 
micrometer in units which were later 
converted to millimeters. 

The findings are summarized in Tables 
1 to 10. 

The areas of resorption and repair 
observed on the root surface were di- 
vided into the following six types: active 
resorption, active repair, aplastic state, 


4 
| 
19 16 854321 12357 3069 23 
87654321 1234578 : 
14 19 875 1456 23 * 
754678 
| 87543 18 156 86 
| 81 56 65421 1256 | 
85432 123478 21 42 
58 8764 468 
| 
é | | 
j 
j 
| 
| 


anatomic repair, functional repair and 
alternating resorption and repair. 

Active resorption was determined by 
the presence of a resorption line and 
cementoclasts which might be mononu- 
cleated or multinucleated and which were 
located in resorption lacunas (Fig. 1). 

Active repair was discerned by the 
presence of cementum, a cementoid layer, 
and cementoblasts over an area that had 
been resorbed (Fig. 2). 

A resorbed area in which active re- 
sorption had ceased and in which ce- 
mentum deposition had not begun was 
considered to be in the aplastic state 
(Fig. 3). 

Anatomic repair was used to desig- 
nate the condition in which the root 
surface had been restored to its original 
form following previous resorption (Fig. 
4). 

The term “functional repair” was ap- 
plied to those areas in which the perio- 
dontal space had been restored to its 
normal width by new formation of 
cementum and of alveolar bone without 
restoration of the original outline of the 
root (Fig. 5). 

The condition of alternating resorption 
and repair was diagnosed by the presence 
of more than one resorption or reversal 
line. The outermost resorption or reversal 
line of such an area encroaches upon the 
repaired portion of a formerly resorbed 
area. The resorbed area which had been 
repaired was resorbed or repaired again. 
Hence, it was possible to judge the deep- 
est penetration of resorption by the in- 
nermost reversal line (Fig. 6). 


Limitations and Critique of the Material 
and Methods* The 261 teeth studied 
presented over 8,000 sections which in- 
cluded the pulp. An average of 40 sec- 
tions of each tooth was studied. Since 
the sections were not cut in strict serial 
order, it was obvious that many areas 
of resorption or repair occurring on these 
teeth could not be seen. However, 
the data collected from the sections stud- 
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Table 3 * Average number of resorption areas per 
tooth 


A. Bilaterality of resorption areas (all dentitions 
combined) 


Average number resorption 


Tooth oreas per tooth Mean of 
number Right left averages 
Upper 8 16 2.5 2.1 

Jaw 7 5.3 4.0 47 
6 63 64 64 

5 29 3.3 3.1 

4 3.2 2.1 27 

3 23 23 2.3 

2 27 2.1 24 

1 2.6 23 2.5 
Lower | 3.0 3.2 3.1 
Jaw 2 2.5 2.0 2.3 
3 3.4 3.8 3.6 

4 24 3.1 28 

5 3.3 3.2 3.3 

6 9.2 3.2 6.2 

7 $1 5.4 5.3 

8 2.7 5.5 4.1 


B. Teeth grouped in descending order of their predi- 
lection to root resorption 


Mean of average no. 


Tooth resorption areas 

(R. and L. combined) 
1) Upper first molar 6.4 
Lower first molar 6.2 
2) Lower second molar 5.3 
Upper second molar 47 
3) Lower third molar 41 
Lower cuspid 3.6 
Lower second bicuspid 3.3 
Upper first bicuspid 3.1 
Lower central 3.1 
4) Lower first bicuspid 2.8 
Upper first bicuspid 2.7 
Upper central! 25 
Upper lateral 24 
Upper cuspid 2.3 
Lower lateral 2.3 
Upper third molar 2.1 


t for comparison of | and 2 = 4.1. p is less than 2 
per cent. 

+ for comparison of 2 and 3 = 5.7. p is less than | 
per cent. 

t for comparison of 3 and 4 = 5.2. p is less than 1 
per cent. 

On the basis of values obtained for t, we can assume 
that a real difference in grouping exists among groups 
1, 2, 3 and 4, above. The differences between the means 
of the groups are highly significant and the probability 
. less than 2 per cent that this difference occurred by 
chance. 


ay 
a 
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Table 4 * The number, size and percentage of resorption areas per third of the root (all teeth combined) 


Total Average | Per cent of Total Average Total Average 
Third of | number | number resorption length length depth depth 
root | areas creas | areas per | (mm.) (mm) | (mm.) (mm.) 
| third of root! | | 

Gingival 37 0.14 4.0 15.540 0.420 3.108 0.082 
Middle 177 0.68 19.2 160.034 0.904 15.918 0.089 
Apical 708 2.71 76.8 501.298 0.708 76.342 0.107 


Totals 922 3.53 100.0 


ied probably gave a representative picture 
of the true pattern and ratio of the 
number, size, type and location of all 
the resorption areas of the teeth investi- 
gated. 

It is readily admitted that no totally 
satisfactory method for measuring the 
size of resorption areas was found. A re- 
sorbed area has three dimensions. The 
length of the same area of resorption 
varies from section to section. The depth 
varies from section to section and within 
the same section. The breadth could not 
be measured. Therefore, the greatest 
length and the greatest depth of an area 
were used as indexes of the actual size 
of the area in order to compare the sever- 
ity of the various resorption areas. 

The number of incidents causing re- 
sorption of the root surface could not be 
counted accurately. It is possible that a 
single incident could produce one or more 
resorption areas. However, it appeared 
that the number of resorption areas ob- 
served was the most accurate index of the 
number of incidents available. Careful 
study of areas of active resorption showed 
that usually only one resorption area re- 
sulted from a particular incident causing 
resorption. The severity of an area of re- 
sorption appears to be reflected in its size 
rather than in an increase in the number 
of areas. 


Methods of Analyzing Data + The data 
in the tables have been tested for their 


676.872 0.734 95.368 0.104 


statistical significance except in cases 
where the results are obviously signifi- 
cant. 

The book by Snedecor** was used for 
obtaining formulas and tables. 


—2) 


Xx is equal to the difference between the means 
of two groups. 

n: is equal to the number of items in group 1. 
n: is equal to the number of items in group 2. 
Sx’ is equal to the sum of squares of deviations 
from the means (both groups). 

t is a value which can be looked up in statis- 
tical tables and read in terms of p for varying 
degrees of freedom. 

p represents the percentage probability of the 
difference occurring by chance. The data are 
considered significant if p is 5 per cent or less. 
Chi-square was used to test the various hypoth- 
eses suggested by the data on resorption in 
order that they might be accepted or rejected. 
Chi-square = S (x-m) */m. 

S is equal to the sum of. 

x is equal to the actual number of teeth or 
surfaces, and so forth, possessing a certain 
attribute. 

m is equal to the expected number of items 
possessing a certain attribute. 


A value of chi-square in excess of 3.841 is 
considered significant and suggests rejection of 
the hypothesis. The larger the value of chi- 
square, the stronger the evidence against the 
hypothesis. 


27. Snedecor, G. W., Statistical Methods. Ames, 
lowe: The lowa State College Press, 1948 


‘ 
5, 
4 
| 
«* 
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FINDINGS A total of 922 areas of resorption and 
repair was observed in the 261 teeth ex- 
amined. The average number of resorp- 


were examined, and of these 90.5 per cent tion areas per tooth for all dentitions was 
had incurred resorption to some degree 3.5. The average number of resorption 
and 9.5 per cent showed no resorption areas per tooth was calculated for each 
or repaired areas (Table 1). dentition by dividing its number of re- 


Prevalence and Number of Resorption 
Areas *Two hundred and sixty-one teeth 


Table 5 * Resorption areas on various surfaces of the teeth 


A. Total number of areas located on the various surfaces of the teeth 


| . 
Mesial | Distal Buccal Lingual | Apex | Bifurcation 


175 109 190 9 


345 


B. Percentage comparison of mesial with distal and buccal with lingual 


Mesial Distal Buccal | Lingual 
j | 


55.8 44.2 61.2 38.8 


Number of teeth sectioned mesiodistally, 162 
Number of teeth sectioned buccolinjually, 99 


The value of t indicates that a significant difference exists between the mesial and distal surfaces (t equals 
2.214). The probability of this difference occurring by chance is less than 2 in 100 (p equals 2 per cent). 

The value of t indicates that a significant difference exists between the buccal and lingual surfaces (t equals 
2.861). The probability of this difference occurring by chance is less than | in 100 (p Pron - | per cent). 


C. Comparison of the length, depth and number of areas in the upper and lower jaws and the right and left sides 
(all dentitions combined) 


Number Total | Average Total Average Total Average 
Tooth teeth resorption | number length length depth depth 
number examined | areas areas creas (mm.) | areas (mm.) | areas (mm.) | areas (mm.) 


| | 


Upper jaw 137 462 3.4 376.802 0.816 50.430 0.109 
Lower jaw 124 460 3.7 300.070 0.652 44.928 0.098 


95.358 


676.872 0.734 0.104 


3.5 


Totals 


Right side 3.5 365.784 0.734 47.544 0.096 


Left side 120 424 3.5 311.088 0.734 


3.5 676.872 


Totals 261 


If we assume a proportional similarity in the number of areas in the upper and lower jaws, we get a chi-square 
of 1.335, indicating that this hypothesis is tenable. 

If we assume that there is @ proportional similarity between the number of areas on the right and left sides, 
we get a chi-square of 0.003, indicating that this hypothesis is also valid, 


| 
. 
194 
| 
P a 
| 
} 7 
| 
922 
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sorption areas by the number of teeth in- In order to get a more accurate pic- 
vestigated in the dentition (Table 2). ture of the distribution of the resorption 
The number of resorption areas per tooth areas, the various classes of tecth ex- 
ranges from 1.4 to 8.6 in individual den- amined were tabulated separately. The 
titions. There is a general trend for the average number of resorption areas per oh 
average number of resorption areas per tooth for the composite dentition was cal- 
tooth and per dentition to increase with culated. These averages ranged from 1.6 
age (Table 2). to 9.2 in the different teeth (Table 3A). 


Table 6 * The number and types of resorption areas per dentition 


Younger oge group (16-32 years) 


| 
| No. of | Alternating 


| | | | 

Dentition | No. of | resorption Active Active | Aplastic | Anatomic | Functional | resorption 
number Age teeth in | areas in | resorption) repoir | state repair repair ond 
dentition | dentition | repair 


| 


NR 

wn 

w 
ANN 
CONMA-ow 


Totals 


Older age group (33-58 years) 
44 36 18 2 2 8 1 1 
47 38 16 70 ! 3 7 57 0 2 
51 40 15 42 7 3 4 26 1 1 
41 42 18 156 1 W 6 122 1 15 
81 56 21 89 WW 9 13 53 3 0 
iW 58 13 52 2 6 5 39 0 0 
78 58 46 2 2 4 2 1 


Totals 


383 
: Eq auals 2.5 resorption areas per tooth for the younger age group 


9 
equals 5.0 resorption areas for the older age group per tooth 


; eon 100 equals 41.5 per cent of al! resorption areas were found in the 8 younger dentitions containing 154 teeth 


er * 100 equals 58.5 per cent of al! resorption areas were found in the 7 older dentitions containing 107 teeth 


If we assume that the number of resorption areas per tooth in the younger and older age groups is proportional 
to the number of teeth in the groups; the chi-square factor of testing this hypothesis is 114.5. This indicates that 
the hypothesis must be rejected since the difference between the two groups is significant. The probability of this 
difference occurring by chance is less than 3 in 100. 

(t equals 23.0; p equals 2.5 per cent). 


: 
— = — 
| 
| Ye 154 383 45 26 | 265 7 3 
107 539 26 36 47 402 3 20 


There is a remarkable degree of bilat- 
erality in the number of resorption areas 
per tooth. The teeth are listed in de- 
scending order of their predilection to re- 
sorption in four groups (Table 3A and 
B). 

The first molars averaged more than 
twice as many resorption areas per tooth 
as the teeth listed in group 4 in Table 3B. 
A comparison of the means of the aver- 
ages in the four groups was subjected to 
statistical discipline and found to be sig- 
nificantly different (Table 3B). 


Distribution of Resorption Areas + A 
complete tabulation of the distribution of 
resorption areas in all teeth revealed that 
the great majority were confined to the 
apical third of the root and that resorp- 
tion areas in the gingival third were very 
infrequent (Table 4). 

The number of resorption areas were 
somewhat different on opposite surfaces 
of the roots of teeth (Tables 5A and B). 
The application of statistical discipline to 
the data revealed that the differences 
were significant. 

From the figures quoted in Tables 5A 
and B it must not be assumed that the 
distribution of resorption areas was as 
equal as indicated by the figures. All of 
the teeth did not have more resorption 
areas on the mesial than on the distal sur- 
face, or more areas on the buccal than on 
the lingual surface. The anterior teeth, 
for instance, showed many more resorp- 
tion areas on the buccal than on the lin- 
gual surface, but there was little differ- 
ence between the mesial and distal 
surfaces of these teeth. 

There was little difference in the aver- 
age number of resorption areas per tooth 
found on the right or left sides of the 
mouth, but the average number of re- 
sorption areas per tooth in the lower jaw 
(3.7) was slightly greater than that for 
the upper jaw (3.4). See Table 5C. 


Changes in Resorption with Age * The 
15 dentitions were arbitrarily divided into 
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Table’7 + Number, percentage distribution and size 
of resorption-repair activity areas according to age 
grouping 


Younger age group (16-32 yeors) 
8 dentitions, 154 teeth 


No.| Per length Depth 
of | cent | of areas | of areas 
oreasjof areas (mm.) (mm.) 


Resorption-repair 
activity states 


Active resorption 45 45.9 48.104 7.490 
Active repair 26 26.6 32.942 3.570 
Aplastic 27 27.5 35.812 5.660 


Totals 98 1000 116858 16.720 


Older age group (33-58 years) 
7 dentitions, 107 teeth 


Per Length of | Depth of 
centof] areas areas 
areas} areas (mm.) (mm.) 


.| No. 
Resorption-repair 
activity states 


Active resorption 26 239 20.042 3,990 
Active repair 36 33.0 17.668 2.212 
Aplastic 47 43.) 55.258 7.378 


Totals 109 100.0 92.968 13.580 


Younger age group, !.192; older age 
group 
Average depth: Younger age group, 0.170; older age 
group, 0.124. 

Average number of areas per tooth: Younger age 
group, tA: older age group, 1.02. 

The difference in ‘ occurrence of resorption activi 
areas in the younger and older age groups as rec 
above is significant. The probability that these differ- 
ences pany by chance is less than 3 in 100 (t — 

less than 3 per cent). 


a younger and older age group. The age 
range of the younger group was 16 to 32 
years, the older group was 33 to 58 years. 

Eight of the 15 dentitions investigated 
fell in the age group of 16 to 32 years. 
Of the 154 teeth investigated in these 
eight dentitions, 21 (13.6 per cent) did 
not show signs of resorption. Similar cal- 
culations revealed that only 3.6 per cent 
of the teeth in the older age group did 
not show resorption (Table 1). 

There were 383 resorption areas seen 
in the 154 teeth of the eight dentitions in 
the 16 to 32 age group. There were 539 
resorption areas seen in the 107 teeth of 
the 33 to 58 age group. While the aver- 
age number of resorption areas per tooth 
for the 15 dentitions was 3.5, the average 
number of resorption areas per tooth was 


= 
: — 
: 
] 
| 
f 
j 
| 
7 
é 


tooth were seen in the teeth of the 
age group. 


repair 


2.5 in the younger age group, and 5.0 in 
the older age group (Table 6). There- 
fore, twice as many resorption areas per 
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older 


However, there were some exceptions. 
Dentition number 19 of a 16 year old in- 
dividual showed 85 resorption areas in 26 


A. Length and depth 


teeth for an average of 3.3 resorption 
areas per tooth, while number 51 of a 
40 year old person showed 42 resorption 
areas in 15 teeth for an average of 2.8 
(Table 2). Evidently there are other fac- 
tors than age which can influence resorp- 
tion. The presence of these factors in 
greater or lesser amounts makes it im- 


Table 8 * The length, depth and range in size and percentage of various types of areas of resorption and 


| 
| No. of 
Condition of area areas 
Active resorption 71 
Aplastic 74 
Active repair 62 
Anatomic 667 
Functional 25 
Alternating resorption and repair 23 


B. Range in size and percentage 


No. of 


Condition of area areas 


Active resorption 71 
Aplastic 74 
: Active repair 62 
Anatomic 667 
Functional 25 


Alternating resorption and repair 23 


Total 

length | length 

| (mm.) (mm.) 
69.146 0.974 
91.070 1.230 
50.610 0.832 
361.844 0.542 
35.546 1.421 
68.656 2.986 


Total 
length 
(mm.) 


0.070-4.368 
0.028-6.562 
0.154-3.738 
0.084-7.220 


Average | 


Total | Average 
depth depth 
(mm.) | (mm.) 
11.480 0.157 
11.648 0.157 
5.782 0.093 
55.300 0.082 
7.056 0.282 
4.102 0.178 


Range 
| (mm.) 
0.014-1.162 
0.014-1.582 
0.014-0.364 
0.014-0.476 
0.070-2.170 
0.056-0.406 


Totals 


922 


676.872 


0.028-7.220 


C. Number and percentage of resorption areas restricted to the cementum 


0.014-1.582 


Tissue 


Number 


Cementum only 
Cementum and dentin 


648 (70%) 


274 (30%) 


~ 
Total 
Range | depth | Per 
} (mm.) | (mm.) cent 
69.146 0.028-4.368 11.480 77 
91.070 0.042-5.880 11.648 8.0 
50.610 5.782 68 
361.844 55.300 72.3 
35.546 7.056 2.7 
: 68.656 4.102 25 


Table 9 * The number and size of the resorption areas located on the various surfaces of the tooth 
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Average Total Average Total Average 
Surface Total cee hy no. areas length length depth depth 
oom = per tooth (mm.) (mm.) (mm.) (mm.) 


Mesial 245 162 15 
Distal 194 162 1.2 
Buccal 175 99 1.8 
Lingual 109 99 
Apex 190 261 0.7 
Bifurcation 0.08 


159.026 0.659 19.810 0.080 
148.554 0.765 18.200 0.083 
117.950 0.674 14.406 0.082 

64.652 0.593 9.198 0.084 
182.672 0.700 33.208 0.127 


4.018 


Totals 


676.872 


Total number of teeth investigated 261 
Total number of areas investigated 922 
Average number of areas pertooth 3.5 
Average length of all areas 0.734 
Average depth of all areas 0.104 


possible to predict the exact amount 
of resorption that would be seen in a den- 
tition at a given age. 

Nevertheless, it appears that there is, 
at least in the group of dentitions studied 
in this investigation, a general tendency 
for more frequent and increased numbers 
of resorption areas as age advances. 

If the areas that exhibited active re- 
sorption, active repair and aplastic state 
were representative of the resorption-re- 
pair activity in the dentition at the time 
of death, then the following observations 
can be made: 

1. In the younger age group there 
were 0.64 areas of resorption-repair activ- 
ity per tooth, as compared with 1.02 in 
the older age group. 

2. The areas of resorption-repair ac- 
tivity in the younger age group averaged 
. 1.192 mm. in length and 0.170 mm. in 

depth, while the areas in the older age 

group averaged 0.852 mm. in length and 

0.124 mm. in depth. Thus, the resorption- 

repair activity areas in the younger age 

group were less in number, but larger in 
size than in the older age group. 

3. The resorption-repair activity areas 
in the younger age group numbered 98. 


Of these areas 45.9 per cent were seen in 
the state of active resorption, 26.6 per 
cent showed active repair and 27.5 per 
cent exhibited the aplastic state. In the 
older age group there were 109 such areas 
and 23.9 per cent showed active resorp- 
tion, 33 per cent exhibited active repair, 
and 43.1 per cent were in the aplastic 
state (Table 7). 

Although the total resorption-repair ac- 
tivity was greater in the older group, there 
was a difference in the prevalence of the 
types of resorption-repair activity. In the 
older age group the percentage number of 
areas of active resorption was decreased, 
while the percentage number of areas of 
active repair and the aplastic state was 
increased. 


Penetration, Size and Distribution of Re- 
sorption Areas * Of the resorption areas 
70 per cent were limited to the cementum 
and 30 per cent of the areas penetrated 
into the dentin (Table 8C). None of the 
resorptions starting on the lateral surfaces 
of the root reached the pulp. Most of the 
areas penetrating the dentin were con- 
fined to the outer one fourth of the dentin 
thickness. It was obvious that in the great 


35% 


95.368 
F 
; 
j 
| | 


majority of the cases the cause of resorp- 
tion was alleviated before much of the 
tooth structure was removed. 

The geometric shape of the average re- 
sorption area as seen in histologic sections 
was elliptical. The average length of a re- 
sorption area was found to be 0.734 mm. 
and the average depth was 0.104 mm. 
(Table 4). In no instance did the depth 
of a resorption area exceed its length. 
The size of the resorption areas ranged 
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Table 10* The length, depth and number of areas in the various teeth of the dentition lal! dentitions combined) 


in length from 0.028 mm. to 7.220 mm. 
and in depth from 0.014 mm. to 1.582 
mm. (Table 8B). 

The average size of resorption areas in 
the apical third of the root measured 
0.704 mm. in length and 0.108 mm. in 
depth, as compared with 0.904 mm. in 
length and 0.089 mm. in depth for the 
middle third, and 0.420 mm. in length 
and 0.083 mm. in depth for the gingival 
third (Table 4). 


~ 


{ 7 4 4) 
Right 6 5 46 
5 13 43 
4 10 24 
i 3 10 34 
2 10 25 
1 4: 12 


| Total 


. Average Total Average 
f Tooth No Total Average length length depth depth 
teeth no. no. areas of evens per per 
> exam creas | per tooth (mm.) tooth (mm.) tooth 
; | | (mm.) (mm.) 
8 7 WW 1.6 10.304 0.937 1.190 0.108 
7 10 53 5.3 39.592 0.747 4.662 0.088 
6 9 57 6.3 60.830 1.067 §.236 0.092 
5 9 26 29 17.878 0.688 2.590 0.100 
a 10 32 3.2 16.764 0.524 3.712 0.116 
3 9 21 2.3 13.510 0.643 2.198 0.105 
2 8 I 
1 8 


27 35.168 1.172 2.772 0.092 
$.1 24.794 0.605 3.550 0.087 
9.2 39.970 0.869 4.844 0.105 
3.3 29.008 0.675 4.872 0.113 
2.4 9.254 0.386 1.800 0.075 
3.4 17.458 0.513 2.254 0.066 
2.5 14.882 0.595 2.992 0.119 
3.0 4.396 0.364 1.050 0.087 


Totals 


‘ 
® 
Upper 2! 23 17.500 0.833 2.78 0,132 
19 2.1 27.020 1422 5222 0.275 
left 21 2.3 18.270 0.870 2100 0.100 
15 2.1 10.276 0.685 1.428 0.0% j 
30 3.3 29.428 0.989 4592 0.156 
70 64 55.118 0.787 6.636 0.095 
28 4.0 20.258 0.724 2744 0.098 ‘ 
15 2.5 8.078 0538 1.512 0.101 
19 3.2 10.780 0.567 1.974 0,104 
: 12 2.0 11.326 0.944 1.484 0.124 ae 
| left 7 3.8 13.062 0.484 2002 0.074 
; 22 3.1 8.232 0.378 1.652 0.075 
16 3.2 5.656 0.354 1.344 0.084 
16 3.2 15.918 0.995 1.386 0.087 
43 54 34.566 0.804 5670 0.132 
; 50 5.5 25.600 0.501 5292 0.104 . 
32 261 922 3.5 676872 0734 95368 0.104 


Fig. 1 * Active resorption of the cementum on 
the distal surface of the lower right first bi- 
cuspid (Dentition 49, age 32). A shows perio- 
dontal membrane; B, multinucleated cemento- 
clast; C, mononucleated cementoclast; D, 
cementum; E, dentin. Original magnification 


X120 


The resorption areas on different sur- 
faces of the root varied in average size. 
The average size of resorption areas oc- 
curring on the distal surface was larger 
than that for the mesial surface. The av- 
erage size of resorption areas on the buc- 
cal surface was larger than the average 
for areas on the lingual surface. The few 
resorption areas observed in the bifurca- 
tion were relatively small (Table 9). 

There was no definite correlation be- 
tween the size of resorption areas occur- 
ring on a tooth and the number of areas 
occurring on that tooth (Table 10). There 
was a slightly greater number of resorp- 
tion areas per tooth in the mandible, but 
the areas in the upper jaw were on the 
average larger than those in the lower 
jaw (Table 5B). 

The frequency distribution of the meas- 
ured data is shown in the form of graphs 
(Figs. 7 and 8). The distribution is char- 


Fig. 2 * Active repair of the distal surface of 
the lower right second bicuspid (Dentition 47, 
age 38). A shows dentin; B, reversal line; C, 
cellular cementum; D, acellular cementum; 
E, cementoid layer and cementoblasts; F, 
periodontal membrane; G, bone. Original 
magnification X120 


acterized by a high modal point at 0.21 
mi. for length and 0.056 mm. for depth. 
There is an extremely long, unilateral, 
positive tail. This indicates that the cen- 
tral tendency or average size of resorption 
areas cannot be indicated by the arith- 
metic mean. The mode and the median 
are better measures of central tendency 
in this instance. The mean value was 
actually seldom encountered. 

The standard deviation, which is a 
measure of the dispersion about the mean, 
was unusually large and indicated that 
the size of the resorption areas varied 
widely. 

The tail of the frequency distribution 
is so long, skewed and interspersed with 
zero values that we may conclude that 
these tail values are unusual. On this as- 
sumption we may remove at least 5 per 
cent of the tail because of their unusual 
or accidental nature. Recalculation of the 


HENRY—WEINMANN . .. VOLUME 42, MARCH 195! © 28! 
| 


Fig. 3 + Aplastic resorption state on the mesial 
surface of the upper left first bicuspid (Den- 
tition 14, age 19). Note the characteristic 
resting line and the absence of cementum and 
cementoclasts (A). B shows dentin; C, cemen- 
tum; D, loose connective tissue; E, periodontal 
—se F, bone. Original magnification 


mean on this basis gives us a more repre- 
sentative mean value of 0.51 mm. in 
length and 0.07 mm. in depth. 


Types of Resorption Areas * Percentage 
tabulations (Table 8B) of the various 
states in which the resorption areas were 
observed revealed that the great majority 
of the resorption areas were repaired ana- 
tomically, that is, the repair restored the 
originally resorbed area to its former out- 
line. 


Incidental Observations * Areas of cellu- 
lar cementum were observed mainly in 
the apical third and in the region of the 
bifurcation of the root. The incremental 
lines in cellular areas of cementum were 
found to be much farther apart than they 
were in acellular cementum (Fig. 9). In 
many areas the continuity of incremental 
lines in cellular and acellular cementum 
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could be seen. This means that during the 
same period more cementum was formed 
in one area than another, and the thicker 
area was usually cellular. 

Some teeth presented certain areas of 
cementum which were homogeneous and 
characterized by the lack of Sharpey’s fi- 
bers (Fig. 10). In the adjacent periodon- 
tal membrane the principal fibers were 
relatively few in number and loosely ar- 
ranged. The roentgenograms and photo- 
graphs of study casts of these teeth showed 
that they had no opposing teeth. There- 
fore, the structure of the periodontal 
membrane and the presence of Sharpey’s 
fibers in cementum appeared to be closely 
related to function (Fig. 11). 

Blood vessels in the cementum were not 
uncommonly seen in the area of the bifur- 
cation (Fig. 12). Examination of serial 
sections showed that in some instances the 
vessels continued through the dentin to 
reach the pulp as lateral canals. More 


Fig. 4° Anatomic repair of cementum and 
dentin on the lingual surface of the lower 
right cuspid (Dentition 44, age 36). Note that 
the root surface has been restored to its 
original outline. A shows dentin; B, reversal 
line, C, cementum; D, periodontal membrane ; 
E, bone. Original magnification X84 
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often, however, the vessels coursed into 
and out of the cementum without branch- 
ing. 

There were eight granulomas and 10 
cysts in the 15 jaws examined, but resorp- 
tion of cementum could not be definitely 
correlated with the presence of the gran- 
ulomas or cysts. In some instances, ce- 
‘ mentum adjacent to the pathologic areas 
showed resorption that was below average 
in amount; in others the resorption was 
average and above average. 

The cementum adjacent to and below 
pockets was usually free of any resorption 
or repair, although the soft tissues at the 
level of and below the pockets exhibited 
all stages of inflammation. 

Traumatic changes in the periodontium 
such as compression, crushing and necro- 
sis of the periodontal membrane, and 


Fig. 5 * Functional repair of the apex of the 
upper left lateral incisor (Dentition 81, age 
56). Note that the outline of the root has not 
been repaired to its original shape, but the 
periodontal membrane has been restored to its 
normal width by new formation mainly of 
bone. A shows dentin; B, cementum; C, perio- 
dontal membrane; D, bone; E, cartilage-like 
formation in response to shearing forces. Orig- 
inal magnification X22 


HENRY—WEINMANN . . . VOLUME 42, MARCH 195! © 283 


Fig. 6 + Large area of alternating resorption 
and repair of the lingual surface of the lingual 
root of the upper right first molar (Dentition 
41, age 42). A shows dentin; B, cementum; 
C, mosaic pattern reproduced by alternating 
resorption and repair; D, periodontal mem- 
brane; E, bone. Original magnification X22 


thrombosis and rupture of blood vessels 
were almost invariably seen in correlation 
with active resorption of the alveolar 
bone and cementum. In many instances 
the amount of resorption of cementum 
was remarkably small in comparison with 
the amount of traumatic changes ob- 
served. In other cases, large areas of ex- 
tensive resorption of the cementum were 
observed but the traumatic changes in the 
periodontal membrane were slight. 


DISCUSSION 


Pattern of Resorption Areas * In this 
study, varying numbers of resorption areas 
were found on 90.5 per cent of the teeth 
investigated. If serial sections of these 
teeth were available for study, 100 per 
cent of the teeth probably would have 
shown resorption to some degree. 

The average number of resorption areas 
per tooth was 3,5. This figure, however, 
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does not account for all of the resorption 
areas on these teeth. An average of 40 
sections per tooth was studied. These were 
essentially central sections. Study of serial 
sections of these teeth would have re- 
vealed many more resorption areas. 

It was shown that molar teeth usually 
had a larger number of resorption areas 
than did the other teeth in the arch. Since 
the molar teeth have a greater number of 
roots and a larger total root surface area 
than other teeth, it is not surprising that 
these teeth exhibited a larger number of 
resorption areas. 

Study of the roentgenograms, study 
models and the histologic picture coupled 
with well known facts about growth pat- 
terns and loss of teeth, leads one to be- 
lieve that the amount of resorption in- 
curred by a tooth is intimately linked with 
its life history. The life history of a tooth 
includes making many adjustments to 
changing environments such as tooth loss, 
malocclusion and abnormal habits. 

Intervention of trauma and subsequent 
resorption of the root occur so frequently 
that some degree of resorption of the 
roots of permanent teeth should be re- 
garded as within the range of normal. 

There is an essential difference be- 
tween bone tissue and cementum. Osteo- 


clastic resorption not only removes bone 
tissue which has been subjected to trau- 
matic injuries, but it also removes bone 
tissue that is overaged, or that is affected 
by changes in function. Cementum is not 
resorbed for any of these reasons. It has 
been assumed (Gottlieb**) that the dif- 
ferent biologic behavior of cementum and 
bone is caused by the fact that the surface 
of cementum is covered by an uncalcified 
layer of cementum, the cementoid layer. 
Furthermore, it has been shown that un- 
calcified hard substances are resistant to 
the action of osteoclasts (Gottlieb,” 
Kronfeld,** Orban and Weinmann,” 
Weinmann and Schour*®*:**). 

A larger number of resorption areas 
were observed in teeth of the older age 
group than in the younger age group. The 
greater number of resorption areas in 
older dentitions seemed at first to be 
mainly a result of the older dentitions hav- 


28. Gottlieb, B., Biology of the cementum. J. Perio- 
dont. 13:13 (Jan.)' 1942. 

29. Gottlieb, B., Zur Atiologie und Therapie des Al- 
veolar Pyorrhée. Ztschr. f. Stomatol. 18:59, 1920. 

30. Weinmann, J. P., and Schour, |., The effect of a 
rachitogenic diet on the dental pues ‘of the white rat. 
Am, J. Path. 21:82! (Sept.) 1945. 

31. Weinmann, J. P., and Scheer, Experimental 
‘Am. J. Path. 21:821-875 (Sept.) 


studies in calcification. 
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Fig. 8 * Graph showing the 
frequency distribution of the 
resorption areas in depth 
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ing had more time to incur resorption. 
However, the increase in resorption ac- 
tivity areas in older dentitions indicated 
that there is a slightly greater suscepti- 
bility to resorption in older dentitions. 

It is generally known that cellular ac- 
tivity and bodily response to repair are 
decreased in older individuals. Since re- 
sorption and repair are accomplished by 
cellular activity, it is not surprising to find 
that active resorption areas, though more 
numerous, are smaller in the older age 
group. For the same reason, the resorbed 
areas remain longer in the aplastic state 
and active repair proceeds more slowly as 
is indicated by the increase in number of 
these types of resorption areas. 

Most of the resorption areas (76.8 per 
cent) were found in the apical third of 
the root and gradually decreased in num- 
ber toward the gingival third. 

There are at least two possible explana- 
tions for this finding: 

1. The fulcrum is somewhat occlusal 
to the apical half of the root. This fact 
and the differences in directions of the 
periodontal fibers in various parts of the 
root might result in greater possibilities 
of trauma developing in the apical and 
middle thirds of the root. 
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2. The apical third of the root is cov- 
ered mainly by cellular cementum. The 
cementum of the middle third of the root 
is less cellular, and the cementum of the 
gingival third is usually acellular. If the 
cellular cementum is formed at a more 
rapid rate than acellular cementum, then 
it can be conjectured that the cells form- 
ing cellular cementum are more active 
and they might be more easily injured 
than the slower working cells of acellular 
cementum. Hence, the various factors 
which cause resorption might injure the 
cells forming cellular cementum and not 
affect the cells forming acellular cemen- 
tum. As a result, the tooth may incur 
more resorption in areas which are cov- 
ered by cellular cementum. 

The greater number of resorption areas 
on the mesial than on the distal surface 
of the roots might be correlated to the 
physiologic mesial drift of the teeth. 
Weinmann and Schour*’** observed a 
higher prevalence of resorption areas on 
the distal surface of the roots of rat molar 
teeth which drift distally. Similarly, the 
greater number of resorption areas on the 
buccal than on the lingual surface might 
be correlated with the physiologic move- 
ment of the teeth in a buccal direction. 
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Fig. 9 * Shows the difference in the distances 
between incremental lines in cellular and acel- 
lular cementum on the mesial surface of the 
upper left second bicuspid (Dentition 44, age 
36). Note the increased distance between the 
incremental lines as the cellular cementum is 
approached (A and B). C shows dentin; D, 
periodontal membrane; E, bone. Original mag- 
nification X63 


These and other adjustments are usually 
and ideally accomplished without resorp- 
tion of the root. In fact, not all the teeth 
show more resorption areas on these sur- 
faces. 

Percentage tabulation of the various 
states in which the resorption areas were 
observed (Table 8B) revealed that over 
85 per cent of the resorption areas had at 
least begun repair and that the great ma- 
jority of these had been completely re- 
paired. It therefore seems justifiable to 
state that all resorptions incurred by the 
tooth can and will be repaired once the 
cause of active resorption ceases and pro- 
vided that the connective tissue had not 
been permanently detached from the area 
as, for instance, by the downgrowth of 
the epithelial attachment. 

The first stage of repair in all resorbed 
areas of the root surface is functional in 


nature. The finding that 72 per cent of 
the resorption areas were anatomically 
repaired indicates that there is a definite 
tendency to reach the state of anatomic 
repair. In very large areas of repair the 
state of functional repair often persisted. 

Early clinical recognition of resorption 
of the root might lead to early detection 
and correction of local or systemic condi- 
tions causing such resorption. An experi- 
ment to determine how large a resorbed 
area must be in order to be recognized 
in the roentgenogram is being conducted 
as an outgrowth of the present investiga- 
tion. Preliminary observations show that 
in an extracted tooth, if one removes 
some of the cementum with a round bur, 
the smallest excavation visible in the 
roentgenogram lies somewhere between 
an area that measures 0.280 mm. in length 


Fig. 10 * Homogeneous cementum lightly 
stained with eosin on the mesial surface of the 
root of the lower left second molar (Dentition 
24, age 25). Note the absence of Sharpey’s 
fibers in homogeneous cementum and that the 
a membrane fibers are few in num- 

er and loosely arranged in this area. A shows 
dentin; B, cementum; C, homogeneous cemen- 
tum; D, periodontal membrane. Original mag- 
nification X100 
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Fig. 11 * Homogeneous cementum on the 
distal root of the upper right first molar 
(Dentition 81, age 56). A shows dentin; B, 
cementum; C, homogeneous cementum (the 
tooth was probably out of function at this 
time); D, periodontal membrane. Original 
magnification X81 


and 0.056 mm. in depth (not visible) and 
an area measuring 0.350 mm. in length 
and 0.140 mm. in depth (visible) (Fig. 
13). Since a round bur was used, the 
breadth of such an excavation is approxi- 
mately equal to the length. It should be 
pointed out that these excavations were 
placed in the most favorable position 
for viewing roentgenographically. These 
small excavations and much larger ones, 
. could be obliterated completely by chang- 
ing the position of the area or changing 
the angulation of the central rays. The 
average size of a resorption area in this 
investigation was 0.734 mm. in length 
and 0.104 mm. in depth. An area of this 
size is easily large enough to be seen read- 
ily in a roentgenogram under ideal con- 
ditions. 


Pathogenesis of Resorption * The find- 
ings showed that there is little or no re- 
sorption of the cementum in the gingival 
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third of the root or in association with 
gingival and periodontal pockets. Fur- 
thermore, resorption could not be defi- 
nitely correlated with periapical inflam- 
mation. These findings, contrary to the 
views held by some investigators, indicate 
that inflammation, in itself, does not 
cause resorption. 

The fact that traumatic changes were 
almost invariably seen in association with 
active resorption of the alveolar bone and 
cementum suggests that trauma plays an 
important role in inducing cemental re- 
sorption. It is probably the most common 
cause of resorption of the cementum. 
However, the amount of cemental resorp- 
tion is not always proportional to the se- 
verity of the traumatic changes observed 
in the periodontal membrane. There are 
at least three possible reasons for this ob- 
servation. The first is that the individual 
may have expired shortly after the trauma 
was experienced. Secondly, the resorption 
potential may alter the amount of resorp- 


Fig. 12 * Blood vessels in the cementum of 
the bifurcation of the roots of the upper left 
third molar (Dentition 49, age 32). A shows 
cementum; B, blood vessel. Original magnifica- 
tion X120 
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Fig. 13 * Upper right first bicuspid. A shows 
bellies excavations were made; B, after excava- 
tions were made 


tion. The resorption potential is an ex- 
pression used to designate the individual 
differences in tissue responses and activity 
irrespective of age. It seems to vary among 
individuals and within the same individ- 
ual at different times. Finally, if the trau- 
matic changes are so great that necrosis 
of the periodontal membrane is caused, 
then there is no possibility of cementum 
being resorbed until new connective tis- 
sue invades this area. By this time bone 
resorption may have alleviated the con- 
dition. 

According to Gottlieb** and Kronfeld'* 
the causes of resorption are: (1) systemic 
disturbances, (2) trauma and (3) inflam- 
mation. On the basis of the findings of 
this study it seems more appropriate to 
divide the causes of resorption into two 
groups: exciting and contributing. The 
exciting causes are trauma and systemic 
(including the resorption potential) or 
idiopathic factors. Age is a contributing 
cause. 

The details of the mechanism by which 
resorption of the cementum occurs are 
not known. Two types of connective tis- 
sue cells appear to be intimately asso- 
ciated with resorption. The cementoclast 
appears to remove the organic matrix of 
the cementum. The remaining inorganic 
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material, having lost its framework, col- 
lapses and might be carried away by the 
macrophages and tissue fluids as has been 
assumed for bone tissue (Weinmann and 
Sicher**). 


Morphology of Cementum * The incre- 
mental lines were found to be closer to- 
gether in acellular cementum than in 
cellular cementum. The cells seem to be 
inclusions of a rapidly growing tissue 
which can and does include other struc- 
tures that remain in its path such as blood 
vessels, 

The repaired resorption areas exhibited 
many combinations of cellular cementum 
and acellular cementum in all parts of 
the root (Fig. 2). This can be explained 
by the variation in the rate of repair at 
different times. In large areas of resorp- 
tion there is a tendency for repair to be- 
gin with cellular cementum and to change 


Fig. 14° Mesial surface of the lower left 


second molar showing the alternating pattern 

of deposition of cellular and acellular ce- 

mentum that may occur (Dentition 44, age 

36). A shows dentin; B, alternation of cel- 

lular and acellular cementum; C, periodontal 

— D, bone. Original magnification 
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to acellular cementum as the state of ana- 
tomic repair is approached. Sometimes 
the two types seemed to alternate (Fig. 
14). 

The presence of a clear or homogeneous 
type of cementum on nonfunctioning 
teeth has been observed before and re- 
ported by Gottlieb and Orban.’ This ce- 
mentum seems to be void of the principal 
fiber bundles and since the fibrils of the 
matrix are masked in sections stained 
with hematoxylin and eosin, the cemen- 
tum appears homogeneous. The number 
of principal fiber bundles that are seen in 
the cementum at a given time is an index 
of the functional activity of the tooth at 
that time. The correct interpretation of 
the presence of cells, fibers, incremental 
lines and resorption areas in the cemen- 
tum serves as an accurate history of the 
functional activity of the tooth. The ce- 
mentum thus records this history in a 
somewhat kymographic fashion. 

The blood vessels that were observed 
coursing through the cementum usually 
did not branch and they were usually too 
large to be considered capillaries. They 
did not appear to nourish the cementum. 
Apparently the cementum in these areas 
was formed very rapidly and in so doing 
accidentally embedded the blood vessels. 


SUMMARY 


This study of the morphology and physi- 
ology of the cementum in terms of num- 
ber, size, distribution and types of resorp- 
tion areas of permanent teeth is based on 
the microscopic examination of 15 human 
dentitions containing 261 teeth and their 
supporting tissues. A resorption area was 
determined by the presence of a resorp- 
tion or reversal line. The 922 resorption 
areas observed in these teeth were classi- 
fied into active resorption, active repair, 
aplastic state, anatomic repair, functional 
repair, and alternating resorption and re- 


The resorption areas were measured in 
length and depth as indexes of their total 
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size. Tabulation of the number, location, 
size, type and age incidence of the resorp- 
tion areas led to the following findings: 

1. Over 90 per cent of the teeth 
showed histologic evidence of resorption 
of the root. 

2. The number of resorption areas and 
the susceptibility to resorption increased 
with age. 

3. Seventy-six and eight-tenths per 
cent of the resorption areas occurred in 
the apical third of the root; 19.2 per cent 
in the middle third; and 4 per cent in the 
gingival third. 

4. Resorption areas were more numer- 
ous on the mesial than on the distal 
surface, and also more numerous on the 
buccal than on the lingual surface. Little 
difference was noted between the right 
and left or upper and lower teeth. 

5. Repair was evident in 85 per cent 
of the resorption areas. In most of these 
areas repair was anatomically complete. 

6. The average size of the resorption 
areas measured 0.73 mm. in length and 
0.10 mm. in depth. However, other meas- 
ures of central tendency, the median and 
mode, were considerably smaller because 
of the positive skewness of the distribu- 
tion. 


CONCLUSIONS 


1. It is normal but not physiologic for a 
tooth to incur resorption to some degree 
during its life. 

2. Age is a contributing factor in the 
causation of resorption. 

3. Resorption occurs more readily 
upon surfaces which are facing toward 
the direction of physiologic movement. 

4. Resorptions of the roots of perma- 
nent teeth are usually small, shallow and 
readily repaired. 

5. The size of a resorption area is a 
good index of its severity while the num- 
ber of resorption areas is an index of the 
number of incidents that caused resorp- 
tion of the root. 


6. The apical third of the root is the 
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most common site of resorption and the 
incidence decreases as the crown is ap- 


proached. 


7. The presence of relatively small 
areas of resorption can be diagnosed 
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Physical, biological and psychological 


from the roentgenogram under ideal 
conditions. 

8. Trauma appears to be the most 
important local factor in the production 
of resorption. 


factors to be considered 


in the construction of dentures 


In the case of a broken down natural 
dentition, three sets of factors peculiar 
to the patient must be considered in de- 
termining whether any natural teeth 
should be salvaged or whether the re- 
maining teeth in the upper or lower jaw, 
or in both, should be extracted imme- 
diately. These factors are physical, 
biological and psychological.* 


PHYSICAL 


The physical factors to be considered are: 
(1) relative size, position and pitch of the 
maxillary and mandibular bases minus 
the natural teeth, (2) divergence or con- 
vergence of the teeth in reference to their 
osseous base, (3) the number, condition 
and location of the remaining natural 
teeth and (4) the existing occlusion, its 
vertical dimension, its centric occlusion 
and centric relation. 

Teeth may be condemned because of 
their condition or position or because 
their removal is a convenience to the 
dentist in constructing a denture and to 


M. M. De Van, D.D.S., Philadelphia 


the patient in acquiring and maintaining 
a prosthetic appliance. 

The procedure followed in my office 
is as follows: the related casts are 
mounted on an adjustable instrument 
and the general inclination of the teeth 
noted. Special attention is given as to 
whether they converge toward or divert 
from their foundational center. Teeth 
that converge can be replaced with sub- 
stitutes that are more easily stabilized. 

The existing occlusal vertical dimension 
is studied and notice taken of any ap- 
preciable closure associated with wear or 
the absence of posterior support. Con- 
sideration is given to the advisability of 
restoring the lost occlusal vertical dimen- 
sion within the limits of the existing 


Presented in a symposium before the Sections on Full! 
Denture and Partial Denture Prosthesis, ninetieth annual 
session of the American Dental Association, San Fran- 
cisco, October 18, 1949. 

Professor of prosthetic dentistry and chairman of the 
prosthetic department of the University of Pennsylvania. 

1. De Van, M. M., Basic considerations in full denture 
paeee- J! 2nd Dist. D. Soc. (N. Y.) 25:451 (April) 
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freeway space. If there is a history of 
temporomandibular joint symptoms, 
closure and deflection (which are gen- 
erally combined) receive special atten- 
tion. 

Teeth condemned because of their 
diseased condition are removed from the 
cast with a spiral hand saw. The remain- 
ing dental structures then are appraised 
with reference to the construction of 
stabilized artificial substitutes. This ap- 
praisal may result in the condemnation 
of certain teeth because of their horizon- 
tal or vertical position. Stabilization is 
concerned first with centralization, the 
horizontal placement of artificial teeth 
within foundational bounds as close to 
the center of gravity of their underlying 
osseous base as tongue function will al- 
low. Stabilization is concerned secondly 
with gradient occlusal surfaces. A tooth 
may be extracted because of its position 
vertically. It may be so far above or 
below the gradient occlusal plane possible 
with a given vertical dimension that the 
necessary selective grinding may involve 
the pulp chamber. Mandibular third 
molars, and sometimes second molars are 
extracted for the same reason. Mandi- 
bular incisors may also be condemned 
because they extend too far above the 
desired occlusal plane. 

Posterior and anterior sections are 
studied in order to determine the pos- 
sibility of placing artificial teeth within 
foundational bounds and still have them 
occlude with opposing sectors. It is gen- 
erally unwise to set artificial teeth outside 
of their underlying ridge in order to 
bring about occlusion with opposing 
natural teeth. The extraction of the op- 
posing natural teeth may be the better 
plan. The principle of equal stabilizing 
capacity of opposing jaws is especially 
important in the anterior sectors. 

Frequently the stabilizing capacity of 
an edentulous upper jaw is critically re- 
duced by the disintegration of its anterior 
ridge and tuberosities because of lower 
natural incisors coming in contact with 
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upper artificial incisors. Lower anterior 
teeth may be retained and probably 
should be until more effective means of 
retaining complete lower dentures are 
found. They should, however, seldom be 
in contact. When one jaw is to be 
rendered edentulous, it is well to be 
wary of incisors, and second or third 
molars in the opposing jaw. If they are 
retained, they should not contact the 
opposing artificial teeth. 

If one jaw is edentulous, with little or 
no alveolar bone remaining, and the op- 
posing jaw has many sound teeth, both 
anteriorly and posteriorly, all teeth should 
be removed except the bicuspids. The 
form and position of bicuspids are such 
that they offer the least difficulty in 
effecting the stabilization of the oppos- 
ing complete denture. 

When psychological factors permit, 
the expediency of removing all lower 
anterior teeth, except the cuspids has 
been helpful. Through selective grind- 
ing, restorative procedures, or both, these 
two cuspids may be so conditioned that 
they will effectively stabilize and retain 
the lower denture, but will not occlude 
with the upper artificial denture. 

If a complete denture must oppose a 
partial denture, it has been found helpful 
to lessen incline planes. Through selec- 
tive grinding or suitable restorative 
means, the onlay or inlay, the remaining 
natural teeth may be deprived of cuspal 
or articular inclines. The incisal incline 
is modified by keeping anterior sectors 
out of contact through vertical opening, 
reducing the length of the natural teeth, 
or both. 

It is important in full and partial 
denture combinations to avoid occlusal 
horizontal forces on the full denture. The 
stabilizing capacity of the edentulous 
jaw is low as compared with the stabiliz- 
ing capacity of the opposing member 
possessing some natural teeth. 

Teeth may be sacrificed because of 
convenience as well as because of their 
condition and position. Sound teeth, 
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suitably placed, are often removed be- 
cause of the supposed ease of construct- 
ing complete dentures. If laboratory 
services are available in the office it may 
be advantageous to preserve some of the 
teeth. With the accuracy and ease of 
present day casting technics, it has been 
found that the retention of the bicuspids 
will stabilize the dentures and thus help 
preserve the underlying alveolar bone. A 
denture attached to natural teeth will be 
more stable than a denture retained by 
means of interfacial surface tension, 
atmospheric pressure, or both. 

The patient’s capacity to pay for and 
maintain partial dentures or a combina- 
tion case may be involved. Isolated teeth 
are difficult to keep clean and prone to 
sensitivity. A person’s age and health are 
important as diagnostic factors. A senile 
patient in poor health may not be able 
to make repeated visits to the office. 
Complete dentures may be cared for at 
home with less strain on both patient and 
dentist. 


BIOLOGICAL 


The biologic factors are concerned with: 
(1) mucosal tissue tone, (2) muscle tone, 
(3) masticatory stroke, (4) salivary vis- 
cosity, (5) speech habits and (6) neuro- 
muscular skills. 

It is generally unwise to extract all 
the teeth until satisfactory tissue tone is 
achieved. The reduction of inflammatory 
conditions may involve systemic and 
dietary treatment as well as local meas- 
ures. The patient will do better, in the 
interim, with partial dentures taking full 
advantage of the remaining natural teeth 
in stabilizing the artificial sectors. Patients 
with high muscle tone should have pro- 
bational periods with partial dentures. 
This interval should be utilized by the 
patient in consciously relaxing the lower 
jaw. Some persons are surprised to learn 
that their teeth ought not to be in con- 
tact except while chewing or swallowing. 
The significance of the masticatory 
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stroke and site of function are apt to be 
overlooked. If abrasion is general in the 
mouth, especially on the lower cuspids, 
it is well to retain some maxillary teeth, 
preferably the bicuspids. With partial 
dentures made for the period of treat- 
ment, the patient should practice chew- 
ing posteriorly on both sides. 

Thick, ropy saliva sometimes reduces 
the retentive force of interfacial surface 
tension and interferes with efforts to 
utilize the stabilizing capacity of the 
osseous foundation. Interfacial surface 
tension appears to be the most desirable 
retentive force for full dentures and this 
force is inversely proportional to the 
thickness of the moisture film. Treatment 
period partial dentures will give the pa- 
tient a readjustment period, an oppor- 
tunity to learn to relax, and to avoid 
emotional anxieties that may affect the 
composition of the salivary secretion. 

Wright and Kingery* have pointed out 
the importance of tongue position. A 
broad, flat and posteriorly placed tongue 
may cause difficulty in retaining a com- 
plete lower denture. Posterior tongue 
placement is usually combined with 
speech impediments such as difficulty 
with sibilants, lisping and mouthing of 
words. Treatment period partial dentures 
give the patient time to practice the for- 
ward tongue position. 

The physiologic age of the patient and 
his ability to develop new knacks and 
skills are noted. Has the patient lost al- 
most all ability to acquire new skills in- 
volving the coordination of nerve and 
muscle? A _ probational period with 
partial dentures may help him overcome 
the problems involved in mastering full 
dentures. 

The condition of the facial skin and 
its fat content may be included in biologic 
factors. Patients who are underweight 


2. Wright, C. R., and others, A study of the *ooque 
and its relation to denture stability. J.A.D.A. 39: 
(Sept.) 1949. 
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and have thin blotchy skin generally have 
difficulty with complete dentures. 

Treatment period partial dentures are 
partial dentures that possess the outline 
form, the placement and arrangement of 
teeth similar to complete dentures. These 
partial dentures may be easily converted 
to full dentures by immediate replace- 
ment of the remaining teeth when proba- 
tional periods are up. These dentures 
present an opportunity to restore the lost 
vertical dimension and as a consequence 
free the mandible of deflecting occlusal 
guidances before mucosal attachment is 
substituted for the attachment offered by 
the natural teeth. 

Mandibular deflections are usually 
associated with condylar displacement. 
Temporomandibular joint conditions 
ought to be investigated at this time. 


PSYCHOLOGICAL 


Psychological factors are extremely im- 
portant in considering whether to pre- 
scribe partial or complete dentures for the 
patient. When it is certain there will be 
opposition to the removal of all the teeth, 
it is wise to resort to treatment period 
partial dentures until the patient is 
psychologically ready for the edentulous 
condition. 

What is done to a patient is psycho- 
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logically not so important as when it is 
done, how it is done and also by whom 
it is done. The satisfaction that a patient 
feels for the services of the denture 
specialist often is due more to psycholog- 
ical factors than to physical. It is not so 
much what he did as the fact that he did 
it when the patient was mentally pre- 
pared, that he did it with sympathy and 
concern, that he did it as a qualified ex- 
pert enjoying the absolute confidence of 
the patient. 

Complete dentures have foundational 
limitations that no prosthetic skill and 
good judgment can overcome. Many pa- 
tients need to be prepared physically and 
psychologically for the loss of all their na- 
tural teeth. In destroying the natural den- 
titions, the element of time should be 
employed; the same element of time 
nature used in building up the mastica- 
tory machine. It takes a score of years 
to bring the teeth and their associated 
organs to a state of full development. 
The fourth dimension, time, is employed 
in their demolition. 

Treatment period partial dentures that 
are subsequently converted to complete 
dentures provide probational periods that 
ease the physical and psychological ordeal 
involved in the transition from natural 
to artificial teeth. 

Spruce Medical Building 


Unsound Medical News * One who has had considerable experience in research is slow to 
publish the results of his work. The true scientist demands absolutely accurate and well 
controlled experiments on a reasonably large scale and over a long period of time before 
he draws any conclusions. The enthusiast, while honest, is apt to be impatient and jump to 
conclusions, and it is from him that much unsound medical news emanates. Russell S. Boles, 
“The Press and the Patient,” The Journal of the American Medical Association 144:363 


September 30, 1950. 
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Combined anesthesia in operative dentistry 


New York 


The progress of dentistry has been related 
closely to the control of pain. It is prob- 
ably more than coincidence that the first 
dental school and the first dental journal 
appeared during the same year that 
Horace Wells' employed nitrous oxide 
for extractions. Significant advances in 
local anesthesia were made when Rynde 
(1845) developed the hypodermic 
syringe, Koller (1884) used cocaine 
topically, Halsted (1885) administered 
the first inferior alveolar block, Braun 
(1904) combined epinephrine with co- 
caine, and when, in 1905, Einhorn used 
procaine. To date, approximately 30,000 
anesthetics of various types have been 
tried. 

The control of pain is but one phase 
of the dental problem. Control of the 
patient’s “anxiety state” is another. The 
former has received considerable atten- 
tion and has been the object of extensive 
research. The latter has been sadly neg- 
lected despite the fact that it is usually 
the greater problem. 

Premedication, with a variety of drugs, 
has been available for some time. It is 
rarely used in general practice because of 
the necessity of escorting patients, dura- 
tion of drug action and side effects. 

A new approach in controlling the 
patient’s apprehension has recently been 
developed. The technic is one of co- 
medication; a sedative drug is combined 
with a local anesthetic. Thus the one 


Harold Sherman,* D.D.S., and Carl R. Oman,t D.D.S., 


injection produces sedation as well as 
analgesia. The authors will discuss the 
administration and results of this type 
of co-medication. 

The local anesthetic used is procaine 
2.0 per cent, tetracaine 0.15 per cent, 
nordefrin 1:10,000 (Novocain-Ponto- 
caine-Cobefrin). The drugs employed 
were meperidine hydrochloride (Deme- 
rol) and Keto-Bemidone or K 4710.? 
The authors were primarily interested in 
the action of meperidine, which was 
administered in the majority of the cases. 
The Keto-Bemidone was used in a few 
cases, as a preliminary investigation. 


HISTORY 


Meperidine has been used extensively in 
medicine, surgery and obstetrics, as an 
analgesic, sedative and spasmolytic. 
The only report of its use in dentistry 
at this writing is made by Copen* who 


Read at the New York Section of the International 
Association for Dental Research, Scientific Section, New 
York, May 5, 1949. 

*Instructor, Division of Operative Dentistry, School of 
Dental and Oral Surgery of the Faculty of Medicine, 
Columbia University. 

tProfessor of Dentistry, Head of Division of Operative 
Dentistry, School of Dental and Oral Surgery of the 
Faculty of Medicine, Columbia University. 

|. Bremner, M. D. K., The Story of Dentistry. New Yor’ 
Dental Items of interest Publishing Company, 1946. 

2. Kleiderer, E. C., and Rice, J. B., Office of the 
Publication Branch, United States Department of Cor 
merce, Report No. PB-981, p. 85, 1945. 

3. Copen, |. S., Premedication by co-medication ir 
local anesthesia. Am. J. Orthodont. & Oral Surg. 33:29 
(April) 1947. 
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Keto-Bemidone 


Figure 1 


utilized it in combination with bute- 
thamine hydrochloride (Monocaine) 1.5 
per cent, epinephrine 1: 100,000. How- 
ever, it appears that his was a subjective 
study conducted without controls. 


INVESTIGATION 


Object + The purpose of this investiga- 
tion was to determine the effect of 
meperidine when used in conjunction 
with a local anesthetic, in operative 
procedures. 


Material * Meperidine was used with 
procaine 2.0 per cent, tetracaine 0.15 
per cent, nordefrin | : 10,000. Meperidine 
has the following properties: analgesic, 


sedative, antispasmodic and antisiala- 


goguc. 
Meperidine was synthesized in 1939 by 


Eisleb and Schaumann‘ who were seek- 
ing a substitute for atropine. Meperidine 
is also known as dolantin, pethidine or 
isonipecaine. Chemically, meperidine is 
ethyl 1-methyl-4-phenylpiperidine-4-car- 
boxylate. Its structural formula is shown 
in Figure 1. 

Meperidine is similar in action to a 
combination of morphine and atropine. 
The similarity between the three drugs, 
from a structural point of view, is indi- 
cated in Figure 1. 

4. Eisleb, ©., and Schaumann, O., Dolantin. ein 
neverti spasmolytikum und analgetikum (chemisches 


and phermekolegisches). Deutsche Wcehnschr. 
65:967 (June 16) 1939. 
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Keto-Bemidone* is a new synthetic 
analgesic of the substituted phenylpiperi- 
dine (meperidine) type, but contains a 
meta-hydroxy group on the phenyl ring, 
with an ethyl ketone side chain replacing 
the ethyl ester present in meperidine 
(Fig. 1). 

For medicinal purposes the hydro- 
chloride of meperidine is employed. It is 
water soluble, has a neutral reaction, and 
a slightly bitter taste. Batterman**’ has 
stated that habituation is possible, but to 
a lesser extent than with any opiate. 
Van Dyke® stated editorially that with 
morphine used as a standard of addic- 
tion, meperidine can be considered an 
analgesic of low addiction-liability, and 
Yonkman® reported that the addiction- 
liability of the drug is moderate and 
rarely serious. 

Meperidine is supplied in vials of 30 cc. 
containing 50 mg. per cubic centimeter 
of sterile aqueous solution. It is also avail- 
able in tablet form (50 mg.) for oral 
administration. Meperidine is included 
under the Harrison Act and therefore a 
federal narcotic blank is required for its 
use. 


Armamentarium * The armamentarium 
for this study consisted simply of a metal 
lock cartridge type syringe and 2.2 cc. 
cartridges. 


Fig. 2 * Aspirating syringe and cartridge employed by Copen 


The cartridges contained 50 mg., ‘25 
mg., or 0 mg. of meperidine in procaine 
2.0 per cent, tetracaine 0.15 per cent and 
nordefrin 1: 10,000. These solutions were 
prepared by the manufacturer’ specifi- 
cally for this investigation. Since they are 
not available commercially, dentists will 
be obliged to prepare the solutions them- 
selves. 

The following are two technics that 
may be employed for the purpose. In 
utilizing the technic described by Copen,* 
the following armamentarium will be 
necessary: (1) aspirating syringe, (2) as- 
pirating cartridge of butethamine HC! 
and (3) vial of meperidine (50 mg. per 
cc.). 

A portion of the butethamine is ex- 
pelled from the cartridge and an equal 
quantity of meperidine is aspirated into 
the cartridge to obtain the desired 
amount of meperidine. This technic is 


5. Batterman, R. C., The clinical effectiveness and 
safety of a new synthetic analgesic drug, demerol. Arch. 
Int. Med. 71:345 (Mar.) 1943. 

6. Batterman, R. C., Demerol: A new synthetic anal 
gesic: Its indications as a substitute for morphine. Conn 
Med. J. 8:13 (Jan.) 1944. 

7. Betterman, R. C., The importance of addiction to 
the newer synthetic analgesics. Ann. New York Acad. Sc 
51:123 (Nov. 1) 1948. 

8. Van Dyke, H. B., Synthetic drugs (Edi 
torial). Am. J. Med. 6:68! (June) 1949. 

9. Yonkman, F. F., Pharmacology of demero! and its 
emenogees. Ann. New York Acad. Sc. 51:59 (Nov. |!) 


10. Cooke-Waite-Laboratories, Inc. 
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limited since one is confined to the use 
of butethamine. To the best knowledge 
of the authors, butethamine is the only 
local anesthetic supplied in aspirating 
cartridges. These are required for use in 
the aspirating syringe. (Fig. 2.) 

To utilize the Luer syringe technic, the 
following armamentarium is necessary: 
(1) 2.2 cc. cartridge of a local anesthetic, 
(2) Luer syringe, (3) metal lock syringe, 
(4) syringe needle and (5) 30 cc. vial of 
meperidine. 

The syringe needle is inserted into the 
plunger of the cartridge. The required 
amount of meperidine is aspirated with 
the Luer syringe which is then inserted 
into the diaphragm end of the cartridge 
(Fig. 3). The meperidine is thus forced 
into the cartridge, expelling an equal 
volume of the anesthetic. 


Method of Procedure * Cartridges of 
2.2 cc. procaine 2.0 per cent, tetracaine 
0.15 per cent and nordefrin 1: 10,000 


were supplied by the manufacturer. 
These contained 50 mg., 25 mg. or 0 mg. 
of meperidine. The cartridges were num- 
bered individually by a member of the 
Division of Clinical Research who pos- 
sessed the sole record of the dosages. The 
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authors did not know the meperidine 
dosages at the time of administration. 
For purposes of oral premedication, 50 
mg. tablets of meperidine and 50 mg. 
placebo tablets were used from code 
numbered boxes. A few cartridges con- 
tained Keto-Bemidone, 4 mg. 

Patients were taken at random. The 
majority were operative cases. None of 
the patients received prior information 
concerning the nature of the materials 
used. The following data were recorded 
on forms prepared for this purpose: 
name, sex, race, weight, whether accom- 
panied or unaccompanied, and age. Also, 
medical diagnosis, drug used, and method 
of administration (whether oral or by 
injection), dosage, time of administra- 
tion, duration of operative procedure, 
pulp test, amount of gagging, apprehen- 
sion, tooth sensitivity, flow of saliva (cc., 
mm.) and degree of sedation. 


Results + Of the 93 cases, 35 were males, 
58 females; all were white; the oldest was 
70 years of age, the youngest 13; the 
heaviest person’s weight was 245 pounds, 
the lightest 90 pounds; 21 were accom- 
panied, 72 were unaccompanied. The 
duration of operations was from one half 


Fig. 3 * Luer syringe technic. Lower half of photograph shows with- 


drawal of required amount of ey Poy Upper 
introduction of meperidine from 
simultaneous expulsion of equal volume of 


syringe needle 


f shows the 
into cartridge and 


uer syringe 
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Fig. ¢ + Reactions of white, male patient, 33 
years old, weight 245 pounds. In the first 
three ordinates (apprehension, sedation and 
flow of saliva) the degree is denoted as follows: 
0 = none, + = mild, ++ = moderate, 
+++ = severe 


to 2 hours, and the average duration of 
sedation was from 10 minutes to 60 
minutes. The drug was administered by 
injection to 86 patients in the following 
amounts: 24 received 50 mg. of meperi- 
dine, 22 received 25 mg. and 22 received 
0 mg.; 18 received 4 mg. of Keto-Bemi- 
done. The drug was administered orally 
to 7: 5 received 50 mg. of meperidine 
and 2 were given a placebo. There were 
79 operative cases, 10 exodontal, 3 endo- 
dontal and | periodontal. Five failures 
were noted. In these, meperidine (3.9 
per cent) was used for 2, and Keto-Bemi- 
done (16.7 per cent) for 3. 

Side actions are noted in the accom- 
panying table. 

The actual number of side actions is 
greater than the total number of patients 
affected, since some patients exhibited 
more than one side action. The percent- 
age of side actions, which is the signifi- 
cant figure, is computed by dividing in 


each category the “total patients treated” 
into “total patients affected.” 

“Failures” were those cases where diffi- 
cult patients exhibited (1) no evidence 
of sedation and (2) inadequate anes- 
thesia. The details of four of these fail- 
ures are interesting: 


Case 1 * A woman, 40 years old who 
weighed 200 pounds. 25 mgs. of meperi- 
dine was used. Apparently the dosage per 
body weight was too low, since the same 


patient responded to 50 mg. 


Case 2 * A man, 37 years old who 
weighed 185 pounds. Keto-Bemidone was 
used. Patient had “3 or 4 martinis” be- 
fore dental appointment. Same patient 
without cocktails responded to 50 mg. 
meperidine. 


Case 3 * A man, 33 years old who 
weighed 245 pounds. Keto-Bemidone was 
used. The patient was apprehensive, 
gagged and had difficulty swallowing. A 
defective inferior alveolar injection was 
administered. Patient responded well on 
several other occasions. 


Case 4 * A woman, 21 years old who 
weighed 110 pounds. Keto-Bemidone 
was used. Only explanation for failure 
was that the patient was treated immedi- 
ately following a family quarrel. Patient 
exhibited typical “psycho-cardiac” be- 
havior. She responded well on other 
occasions. 

Among the 93 cases there were two 
patients who, by chance, were subjected 
to treatment with 0.0, 25, 50 mg. meperi- 
dine and Keto-Bemidone. Therefore, 
these two patients were selected as typical 
cases to demonstrate the effect of the 
drugs on patient apprehension, sedation, 
saliva flow and pulse rate. (Figs. 4 and 
5.) 


DISCUSSION 


An accurate evaluation of the foregoing 
results must take into consideration a 
number of factors. First, the uncontrolled 
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dosages caused an increased number of 
failures and side actions. The effect of a 
drug varies with the patient’s body 
weight. The optimum dosage for meperi- 
dine in procaine 2.0 per cent, tetracaine 
0.15 per cent and nordefrin 1: 10,000 is 
estimated at 35 mg. per 150 pounds adult 
weight. Modification of the dosage 
should be made in accordance with 
Clark’s Rule or Young’s Rule. 


Clark’s Rule: — x 100= % 


100= % 
Young’s 12 x 100=% 
Clark’s Rule is more valuable in abnor- 
mal weights. 

Discrepancies in posology caused the 
failure in case 1, listed previously, and 
accounts for the high percentage of side 
actions of 50 mg. of meperidine (sec 
table). The same probably holds true for 
the many side actions resulting from the 
use of Keto-Bemidone. Recently, the au- 
thors have used known modified doses of 
meperidine in more than thirty cases. 
The side actions were reduced markedly 
in frequency and in severity. 

A second factor to be considered in 
evaluating the results of this investiga- 
tion is the occurrence of side actions in 
cases where no meperidine was used. The 
table shows 28 per cent in this category. 
There were fewer side actions (18 per 
cent) with 25 mg. This is one of the sig- 
nificant items of the study. It is important 
to observe the mild nature of the side 
actions in the 0.0 mg. and 25 mg. group. 
They were dizziness and sweating and 
were noted only during the operating 
period (in-chair action). These two side 
actions comprise 40 out of the total of 
54 actions. There were only three cases 
of nausea and one of emesis where 50 
mg. meperidine was employed. These 
were postoperative side effects. In these 
particular cases, the dosage was exces- 
sive, and the patients embarked on active 
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shopping tours immediately after treat- 
ment. 

An interpretation of the data, in the 
light of the above details, indicates far 
less need of concern for side actions than 
the table might show. Side actions can be 
kept at a minimum by observing the fol- 
lowing precautions: (1) use correct 
dosage ; (2) inject very slowly (30 to 60 
seconds); (3) caution patient against 
excessive activity during remainder of the 
day; (4) avoid use on excessively fa- 
tigued patients, and (5) avoid use on 
patients with very low pulse rate. 

Because of the authors’ concern, in 
regard to side actions, only accompanied 
patients were treated during the early 
stages of the study. Subsequently, un- 
escorted patients were treated. The latter 
were warned against driving or assuming 
other unnecessary risks. According to 
Batterman,® meperidine, when adminis- 


A. 
30 45 60 
Time in Minutes 


Fig. 5 * Reactions of white, ? nsciaes patient, 
45. years old, weight 140 pounds 
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Table * Side actions 
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iz Injection Oral 
Side action Meperidine |Keto-Bemidone Meperidine HCI | Placebo Total 
50 ma. | 2s ma 0 mg. 4 mg. 50 ma. | 
Nouseo 2 2 4 
Emesis. . 
Syncope . | 1 
Euphoria . 6 7 
Dizziness 17 3 5 9 2 % 
Headoche. . 1 
Sweating 1 1 2 4 
Total side actions 28 4 7 13 2 0 54 
Total ports affected 16 4 6 W 2 0 39 
Total parts trected 24 22 22 18 5 2 93 
% side actions 67% | 18% | 28% 61% 40% 0% 42% 
Postoperative octions 3 0 0 2 0 é 
In-chair actions. . . 13 4 9 0 33 
tered parenterally, causes fewer side ef- quently requested injections for even 


fects than in oral administration. 

The analgesic effect of meperidine was 
observed subjectively. However, others 
have measured quantitatively the per- 
centage elevation of the threshold of 
pain—Tainter,"? Copen,® Wolff, Hardy, 
Goodell,’? Climenko"™ and Barlow.'* The 
most reliable test, according to Miller,"* 
for comparing analgesics in human sub- 
jects is the original Wolff-Hardy-Goodell 
method."* This technic was employed by 
the aforementioned investigators. Taint- 
er’s results are illustrated by Figure 6. 
Yonkman’s®. appraisal of the analgesic 
effect of meperidine was made in terms 
of the degree of relief obtained in various 
types of pain. 

Habituation from the use of meperi- 
dine has been mentioned previously. 
Copen* states that the use of 25 mg. 
removes all hazards of habituation. Bat- 
terman® claims habituation is possible but 
to a lesser extent than with any opiate, 
and Vogel and associates'* rated meperi- 
dine as fourth in a study of the physical 
dependence and habituation liabilities of 
six analgesic drugs. In this direction the 
authors have noted the following: 

1. Several patients, who initially ob- 
jected strenuously to injections, subse- 


minor dental procedures. 

2. A number of patients, who were 
notorious for late and cancelled appoint- 
ments, gradually became unusually punc- 
tual. 

3. Several extremely apprehensive pa- 
tients, for whom extensive restorative 
work was performed, responded very fa- 
vorably to co-medication. However, they 
continued the favorable response after 
the co-medication was discontinued. 

The patients in categories | and 2 
might indicate habituation, or simply 
that the fear of the “needle” or “drill” 
had been allayed. Group 3 demonstrates 


Tainter, M. L., Estudio comparativo de algunas 
acciones del demerol y de! methadon. Bol. Assoc. Med. 
Puerto Rico. 40:1 (Jan.) 1948. 

12. Wolff, H. G.: Hardy, J. D., and Goodell, 
H., Studies on pain. Measurement of effect of morphine, 
codeine, and other opiates on pain threshold and 
analysis of their relation to pain experience. J. Clin. 
Invest. 19:859 (July) 1940. 

13. Climenko, D. R., Demerol: A pharmacologically 
active substance with atropine-like and morphine-like 
properties. Fed. Proc. Am. Soc. Exp. Biol. 1:15 (Mar. 
16) 1942. 

14. Barlow, O. 
demerol; Pharmacology 
liability. (To be published.) 


W.. Studies on the pharmacology of 
toxicology and addiction 


1S. Miller, L. C.. A critique of analgesic testing 
methods. Ann. New York Acad. Sc. 51:34 (Nov. 1) 1948. 
16. Vogel, V. H.; Isbell, H., and Chapman, K. W.., 
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the absence of habituation and rather 
seems to indicate that the patients’ 
“anxiety syndrome” has been either de- 
stroyed or minimized. 

The sedative effect of meperidine, in 
many cases, is more dramatic than the 
patient records indicate. A few case 
histories will illustrate the point. 

A woman, 55 years old, weighing 116 
pounds, previously could barely tolerate 

‘pit fillings and prophylactic cleaning. 
She responded excellently to co-medica- 
tion and experienced practically no ap- 
prehension during the construction of 
two fixed bridges. 

Another woman, 35 years old, weigh- 
ing 120 pounds, fainted at the beginning 
of the first appointment. Upon revival, 
she remarked that in Europe she fainted 
each time she entered the dental chair. 
Co-medication was employed with suc- 
cess. Two five-unit bridges and one par- 
tial denture were completed. 

A third woman, 45 years old, weighing 
140 pounds, was extremely apprehen- 
sive, neurotic, hated dentists, could not 
tolerate injections, claimed to be allergic 
to procaine and insisted upon a max- 
imum of 15 minutes operating time. This 
patient could barely tolerate a prophy- 
lactic scaling. Her response to co-medi- 
cation was very dramatic. She submitted 
to three two-hour operating sessions. Sub- 
sequently she requested local anesthesia 
for minor proceedings. 

The analgesic and sedative properties 
of meperidine are important in operative 
dentistry. The antisialagogue property is 
of value for cementing inlays, crowns, 
and bridges, and for gold foil operations. 
The spasmolytic action may be useful in 
impression-taking in minimizing the gag- 
ging reflex. 

The authors plan to continue the study 
of co-medication in operative dentistry 
by investigating the value of meperidine 
in some of the less potent local anesthetic 
solutions. It is hoped that eventually 
the manufacturers may find it feasible 


to supply the profession with prepared 
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MORPHINE 17 MG. 


PERCENTAGE ELEVATION OF PAIN THRESHOLD 


90 120 so 180 210 


MINUTES AFTER ADMINISTRATION 
BY INTRAMUSCULAR INJECTION 


Fig. 6 * Comparison of analgesic power of 
morphine, meperidine and codeine in human 
subjects when tested by the pain threshold of 
the skin to heat stimuli. The curves are the 
averages of 16 experiments. (From Tainter") 


doses of meperidine in several anesthetic 
solutions. It is entirely possible that we 
may, in the very near future, have a 
single synthetic drug which will combine 
the local anesthetic effect of procaine 
with the sedative property of meperidine. 
The synthetic chemist and the pharma- 
cologist have finally combined efforts in 
this direction.*7 One such product is 
methadone which has potent local anes- 
thestic action. /lowever, its use is pre- 
cluded at present because of its irritant 
properties.** Way’® reported that meperi- 
dine has considerable local anesthetic 
properties and is 0.7 per cent as effective 
as cocaine. However, it, too, is excessively 
irritating when used alone. 


17. Teinter, M. L., Pain. Ann. New York Acad. Sc. 
51:3 (Nov.) 

18. Everett, G., The loca! anesthetic properties of 
amidone. 9:115 (Mar.) i948. 

19. wey E. L., Studies on the local 
erties of Seopa. J. Am. Pharm. Assn. 
35:44 (Feb.) 
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CONCLUSIONS AND SUMMARY 


1. Meperidine hydrochloride combined 
with procaine 2 per cent, tetracaine 0.15 
per cent, nordefrin 1:10,000 provided 
effective local anesthesia in various oper- 
ative procedures. 

2. The above combination induced 
mild to marked sedation in almost all 
cases. 

3. These drugs minimized the “anxi- 
ety syndrome” in several severe cases. 

4. Definite antisialagogue effect was 
noted. 

5. Side actions are of minor signifi- 
cance, usually dizziness, and occur dur- 
ing operating period. 

6. There are fewer side actions from 
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Two cases of green pigmentation of the 


disease of the newborn 


25 mg. meperidine than from local anes- 
thetic solutions alone. 

7. Average adult dose of meperidine 
hydrochloride is estimated at 35 mg. per 
150 pounds of adult weight. 

8. Sedation commences at 5 to 10 
minutes following injection and lasts 30 
to 60 minutes. 

9. There is very little risk of habitu- 
ation when meperidine is administered 
by dentist and in above doses. 

10. An escort is desirable but not es- 
sential if aforementioned precautions are 
observed. 

11. Co-medication controls apprehen- 
sion as well as pain. 

12. Co-medication in operative den- 
tistry merits further clinical study. 


| deciduous teeth associated with hemolytic 


Reports of cases of deciduous tooth pig- 
mentation due to congenital hemolytic 
disease are still extremely rare. This is 
because the relation of the Rh factor to 
erythroblastosis fetalis has been disclosed 
only in recent years.” 

Two children in whom the bluish green 
color of the teeth, a permanent vital 
stain, was apparently caused by severe 
and persistent jaundice (icterus gravis) 
during the neonatal period, were recently 
seen at the Community Health Center. 
- The two children, a boy and a girl, four 

years of age, were unrelated. Icterus 


gravis usually accompanies erythroblas- 


Gertrude Tank, D.D.S., Philadelphia 


tosis fetalis, the hemolytic disease of the 
newborn which is due to the Rh factor.” 

The Rh factor is an antigen present in 
the red blood cells of approximately 85 
per cent of the people of European stock. 
It is capable of producing iso-immuniza- 
tion. Under certain conditions it reaches 
the circulation of others who do not have 
this antigen in their own cells. 

In cases of hemolytic disease of the new- 


William C., The Rh blood factors: résumé. 
Merck Report, 55, 2:16 (April) 1946. 

2. Potter, E. L., Rh: Its relation to Congenital Hemo- 
lytic Disease and to Intragroup Transfusion Reactions. 
a The Year Book Publishers, 1947, pp. 1-3, 11-13, 
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born the Rh positive blood of the fetus, in- 
herited from the father, escapes from the 
placenta, enters the maternal circulation 
and is responsible for the anti-Rh agglu- 
tinins. These then pass from the maternal 
blood into the fetal circulation and cause 
the pathologic changes characteristic of 
erytlblastosis fetalis; namely, anemia 
and icterus gravis.* A simplified statement 
of the interaction is as follows: An Rh 
positive man and an Rh negative woman 
have an Rh positive child. 

Actually, pathologic changes seem to 


happen in only 0.5 per cent of the cases. 


where incompatibility of the Rh factors 
exists.* 

Destruction of red blood cells occurs 
in the Rh positive child, so that jaundice 
results. This jaundice is usually much 
more severe and extends for a much 
longer period than the normal neonatal 
icterus which lasts only a few days. 

Potter? has stated that the same pig- 
ment which is deposited in all parts of 


the body during icterus gravis is deposited 
in the enamel organ. There it is gradually 
oxidized to biliverdin. The biliverdin oxi- 
dizes and stains the teeth. Once the dis- 


coloration is established, it does not 
change or fade. The number of teeth in- 
volved depends on the time of onset and 
length of time during which the icterus 
persisted. The teeth forming and calcify- 
ing during this time will be affected. Only 
the immature, partially calcified enamel 
and the most recently calcified dentin will 
be stained. 

According to Boyle and Dinnerman,° 
and to Losch,® the first staining occurs 
after birth and at the neonatal line.’ Ra- 
diating from the high point of the den- 
tinoenamel junction, it is deposited from 
the neonatal line toward the cervical level 
in the cone-shaped deposition of each.in- 
cremental layer of the developing enamel 
and dentin. Prenatal enamel is not dis- 
colored but reflects the stained tissue of 
the neonatally developing dentin. The 
following case histories illustrate the 
points mentioned. 
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CASE | 


A male child of European stock, weighing 
5 pounds, 3 ounces, was born prematurely 
September 1, 1945. Birth was spontane- 
ous. The mother had had two previous 
pregnancies. The first child was a normal 
male child; the second pregnancy ended 
by miscarriage in the sixth month. The 
mother received 14 blood transfusions at 
the time of the miscarriage. It was not 
known if they were Rh positive or Rh 
negative. The mother was Rh negative; 
the father was Rh positive; the infant 
was Rh positive. 

Two days after birth the infant became 
very jaundiced with canary yellow colora- 
tion of the skin. His spleen was question- 
ably palpable, his liver was not palpable. 
The blood count three days after birth 
was: hemoglobin, 55.1 per cent; red 
blood count, 1,460,000; white blood cor- 
puscles, too many to count. There were 
marked anisocytosis, moderate poikilocy- 
tosis, many normoblasts, and many nu- 
cleated erythrocytes. A diagnosis of 
erythroblastosis fetalis was made. The in- 
fant’s condition improved after the ad- 
ministration of oxygen and numerous Rh 
negative blood transfusions (475 cc.). 

The infant was discharged from the 
hospital 11 days after birth and admitted 
to the Children’s Hospital seven days 
later, at the age of 18 days, because of the 
presence of icterus marked by a lemon 
yellow color. 

He was given a transfusion of 50 cc. of 
Rh negative whole blood 15 days after 
admission, at the age of 33 days. There- 


3. Hill, J. M., and Dameshek, W., The Rh factor in 
the clinic and the laboratory. Blood, special issue 2:5 
(Feb.) 1948. 

4. Best, C. H., and Taylor, N. B., The Physiological 
Basis of Medical Practice, ed. 5. Baltimore: Williams 
& Wilkins Company, 1950, pp. 48, 

5. Boyle, P. E., and Natural vital 
staining of the teeth of infants and children. Am. J. 
Orthodont. & Oral Surg. 27:377 (July) 1941. 

6. Losch, Paul K.; Brown, John C., and Boyle, Paul 
E., Staining of the dental structure in jaundice of 
newborn. J. Den. Res. 19:293 (Ju 

7. vente Isaac, and Senior, | M., The development 
of the human dentition. J.A.D.A. 28:1153 (July) 1941. 
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Fig. 1 * Case 1. Discoloration of deciduous 
teeth of four year old boy who had had ery- 
throblastosis fetalis 


upon the icterus diminished. The infant 
was discharged from Children’s Hospital 
October 31, at the age of two months, 
still markedly jaundiced. 

He was readmitted to Children’s Hos- 
pital for circumcision at the age of three 
and a half months and discharged after 
eight days. At this time the icterus was 
still present, but was not severe. After the 
child was four months old the icterus 
gradually subsided, according to the 
mother’s statement. 

The child was brought to the Com- 
munity Health Center for the first time 
October 12, 1948. Bowing of both tibae 
was noted. He was referred to the clinic 
psychologist as an emotionally disturbed 
child (enuresis, nailbiting) . 


Dental Examination + A dental exami- 
nation was made by mouth mirror, roent- 
genograms, Kodachrome photographs 
and study models. No caries were found; 
the dentition was normal and there was 
no hypoplasia. A maxillary protrusion 
was evident. 

The examination revealed an intense 
bluish green discoloration of all decidu- 
ous teeth, uniform with the exception of 
the following. The upper central incisors 
were light at the incisal third, dark at the 
cervical two thirds. The upper lateral 
incisors were light only at the incisal edge. 
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The upper cuspids were discolored at the 
incisal tips; the lower cuspids at the in- 
cisal two thirds. The lower molars were 
discolored except for the cervical margins 
(Figs. | and 2). A diagnosis of bluish 
green pigmentation of all deciduous teeth 
due to hemolytic disease of the newborn 
caused by the Rh factor was made. 
Prophylaxis was given. The patient did 
not keep any subsequent appointments. 


CASE 2 


A female child of European stock, weigh- 
ing 5 pounds, 15 ounces, was born June 
21, 1945, the mother’s first pregnancy. 

The mother was Rh negative. She had 
received an injection of 5 cc. Rh-positive 
blood as a child. The father was Rh posi- 
tive. The infant was Rh positive. 

One day after birth the infant became 
markedly jaundiced with a lemon yellow 
tinge to the skin. The icteric coloration 
deepened to dark greenish yellow, but 
improved with repeated transfusions of 
Rh-negative blood. The liver and spleen 
were palpable. There was no edema but 
severe anemia was present. 


Fig. 2 * Shows variations in intensity of dis- 
coloration of teeth of four year old boy shown 
in Figure 1 
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Fig. 3 + Case 2. Discoloration of deciduous 
teeth of four year old girl who had had ery- 
throblastosis fetalis 


The blood count directly after birth 
was not available. However, the diagno- 
sis of erythroblastosis fetalis was made 
and the baby was given five transfusions 
of Rh-negative blood. She was transferred 
from the obstetric hospital to the Chil- 
dren’s Hospital one week after birth with 
icterus marked by a dark greenish yellow 
color. 

Two transfusions, 75 cc. each, of Rh- 
negative whole blood, were given 14. days 
after admission at the age of 22 days. 
The icterus became less severe and with 
appropriate therapy the blood count re- 
turned to normal. She was discharged 
from the Children’s Hospital two months 
after birth, August 21, 1945. According 
to the mother’s statement, the jaundice 
disappeared after the child was three 
months old. 

The child was brought to the Com- 
munity Health Center for the first time 
on March 15, 1949. On medical exami- 
nation, moderate metatarsus varus de- 
formities were found. 


Dental Examination * The dental ex- 
amination by mouth mirror, explorer, 
roentgenograms, Kodachrome photo- 
graphs and study models revealed no 
caries. The dentition was normal, hypo- 
plasia was absent and the occlusion was 
normal. 

There was yellowish green discolora- 
tion of all deciduous teeth. The upper 
central incisors showed very slight but 
uniform discoloration; the upper lateral 
incisors and the lower central and lateral 
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Fig. 4 + Shows variations in intensity of dis- 
coloration of teeth of four year old girl shown 
in Figure 3 


incisors showed intense and complete 
discoloration, The upper cuspids had in- 
tense stains on the incisal tips. The lower 
cuspids were intensely discolored on the 
incisal half of the crown. All upper and 
lower molars were intensely stained ex- 
cept for the cervical margins which were 
normal (Figs. 3 and 4). 

A diagnosis of yellowish green pigmen- 
tation of all deciduous teeth due to 
hemolytic disease of the newborn, caused 
by the Rh factor, was made. Prophylactic 
treatment and a series of topical appli- 
cations of sodium fluoride were given. 


DISCUSSION 


Analysis of both cases reveals that both 
children, Rh positive at birth, had an Rh 
positive father and an Rh _ negative 
mother. In Case 1, the boy was the result 
of the mother’s third pregnancy and her 
second child. In Case 2, the girl was the 
mother’s first child. 

Where incompatible Rh factors be- 
tween parents exist, the mother is ap- 
parently not sufficiently sensitized to 
cause a serious case of hemolytic disease 
of the newborn in the majority of cases. 
Only 0.5 per cent of the cases seem to be 
affected.* However, if the mother has 
previously been immunized, by an abor- 
tion or a transfusion, hemolytic disease 
may result.* 

In both cases presented, the mothers 
were exposed to immunizing factors. In 
Case 1, the mother of the boy has re- 
ceived a series of transfusions aftet the 
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miscarriage which terminated her second 
pregnancy. In Case 2, the mother of the 
girl had once received an injection of Rh- 
positive blood during an epidemic of 
poliomyelitis. 

A dental analysis of both cases reveals 
that neither of the two children had 
carious, filled or missing teeth. However, 
conclusions as to the effect of hemolytic 
disease of the newborn on caries activity 
can certainly not be drawn on the basis 
of two cases. 

There was no uniformity in the stain- 
ing characteristics of the teeth of both 
children. In the boy, the extent of the 
pigmentation seemed to prove that the 
original deposit was at the neonatal line. 
In the girl, the pigmentation was not dis- 
tributed uniformly. The exact reason for 
this is unknown. 

The variation in the intensity of pig- 
mentation of the teeth in both cases has 
its logical explanation in the varied medi- 
cal histories. The influence of the onset 
and virulence of the jaundice and its 
reaction to therapeutic measures was ap- 

rent. 

Although he was deeply jaundiced, the 
boy did not receive his second transfusions 
until 33 days after birth. Therefore his 
teeth were exposed uninterruptedly for a 
long period to the pigmentation caused 
by severe icterus. This did not subside 
until the child was 4 months old. 

The girl, however, had her second 
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Para-chlorophenol * Para-chlorophenol finds its greatest use in dentistry in the treatment of 
root canal and periapical infections. For this purpose it is usually prepared in the proportion of 


series of transfusions 22 days after birth 
and her jaundice had disappeared at 3 
months of age. Her teeth were not ex- 
posed to the pigmentation of unchecked 
icterus as long as those of the boy. 

The medica] histories show in both 
cases that there was a lessening of the 
severity of jaundice after the second 
series of transfusions. It can be assumed 
therefore, that the deposit of biliverdin 
in the teeth was diminished in both cases 
as a result of these transfusions. 

Hence, prolonged jaundice, checked or 
diminished late in its course as in the 
case of the boy, produced more intense 
and extensive pigmentation of the teeth. 


It seems obvious that the deposit of pig- 


ment, its oxidation and its distribution on 
the tooth surfaces increases and decreases 
at the same ratio as the degree of icterus. 

Histophysiological study of the de- 
ciduous teeth after their exfoliation 
should be undertaken for further study. 

The first permanent molars begin their 
enamel and dentin apposition at birth. It 
will be interesting to note if the occlusal 
surfaces of these teeth will also be dis- 
colored when they erupt. 

Because erythroblastosis fetalis is at 
present rarely fatal, it may be assumed 
that more cases of discoloration of the 
deciduous dentition due to hemolytic 
disease of the newborn will be brought 
to the attention of the dentist. 

1512 Walnut Street 


three parts of para-chlorophenol crystals to seven parts of gum camphor. In this form it is not 


caustic and will not injure the soft tissues. Accepted Dental Remedies, ed. 15, p 16. 
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Fundamental differences between the amalgam 
and the inlay cavity preparation 


All cavity preparations must be based on 
sound principles which are in harmony 
with tooth morphology. Proper outline 
form into areas of relative immunity and 
accessibility for fabrication of the resto- 
ration, proper retentive forms which are 
conducive to mechanical stability, and 
proper treatment of the cavosurface mar- 
gins which is prescribed by enamel 
morphology and the physical properties 
of the materials are three factors to be 
considered in cavity preparations. 

The inlay cavity preparation has this 
cardinal feature: there shall be a com- 
plete absence of undercuts. As a conse- 
quence, one should be able to look di- 
rectly into the cavity and see all parts 
of the preparation: its walls, its line an- 
gles and its point angles. Furthermore 
the inlay must be locked in the cavity 
in every direction except that of with- 
drawal. This withdrawal, as far as is pos- 
sible, should take place along the line of 
and in a direction opposed to the stresses 
which are to be placed upon the inlay. 
The amalgam cavity in comparison to 
the inlay cavity is prepared in such man- 
ner that withdrawal is impossible as in- 
dicated by the dotted lines in the amal- 
gam cavity in Figure 1. 

In the teaching of dentistry it has been 
stated dogmatically for years that cavities 
should be extended into areas of relative 
immunity—the so-called “extension for 


William J]. Simon, D.D.S., M.S.D., Minneapolis 


prevention.” The application of this prin- 
ciple to include all pits and fissures of the 
occlusal outline of a cavity is, with a few 
exceptions, sound practice. However, in 
the proximal portion of cavities exten- 
sion for prevention to buccal and lingual 
is a vague and ill-defined requirement, 
since there are no definite anatomical 
landmarks on the proximal surfaces of 
teeth. Experience has taught that leav- 
ing a cavity margin in contact with an 
adjacent tooth is poor practice. Such 
contact in large carious lesions is not 
likely to occur, but in the smaller le- 
sions the problem arises as to how far to 
buccal and lingual this extension should 
be made. In order to define more clearly 
the degree to which extension should be 
made to buccal and lingual, it is proposed 
that a no. 5 explorer be used for this 
purpose. In the case of an amalgam cav- 
ity, extension to buccal and lingual is 
sufficiently made if the tine of this ex- 
plorer when placed in the buccogingivo- 
axial and linguogingivoaxial point angle 
will pass freely between the margins and 
the adjacent tooth as it is drawn along 
the buccal and lingual walls (Fig. 1, 
above). While this is considered adequate 
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Meeting of the Chicago Denta! Society, February, 1950. 
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Fig. 1 + Above: Undercuts in the preparation, 
indicated by the dotted lines, render with- 
drawal of the amalgam restoration impos- 
sible. Explorer can pass freely between the 
margins of the cavity and the adjacent tooth. 
Below: No undercuts are present in the cavity 
preparation for the inlay. Cavity extension 
permits instrumentation with a sandpaper disk 


extension for amalgam cavities, it is 
hardly sufficient for inlay cavities, since 
an inlay is only as good as its margins. 
To obtain good margins on an inlay ac- 
cess is essential for the manipulation of 
wax and the finishing of the gold. For this 
reason in an inlay cavity extension is suf- 
ficiently made to buccal and lingual when 
it permits instrumentation freely with a 
sandpaper disk, as shown in Figure 1, 
below. 

Another frequently asked question is 
“How far gingivally should a cavity be 
extended in the proximal area?” The 
rule governing this extension as set forth 
in a standard text' states that the outline 
form for proximal cavities is controlled 
in the gingival direction by the position 
of the crest of the healthy gingiva which 
should cover the entire length of the gin- 
gival margin of the restoration. This 
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seemingly definite rule is difficult to fol- 
low since the crest of healthy gingival tis- 
sue is not an unfailing and well defined 
landmark. 

The gingival wall will be sufficiently 
extended when a no. 5 explorer can be 
inserted into the interproximal space 
and can be drawn freely in an occlu- 
sal direction over the gingival cavosurface 
angle (Fig. 2, below). In cases where 
proximal carious lesions have permitted 
the collapse of the contact area and have 
permitted the root surfaces of the teeth 
to drift into contact, it is advocated that 
slow separation be employed before an 
attempt is made to establish a gingival 
wall for either an inlay or an amalgam 
restoration. 

Of all the plastic filling materials used 
in dentistry, amalgam, in spite of its 
shortcomings, is still regarded as one of 
the best. The lack of edge strength in 
amalgam is its worst shortcoming. Fre- 
quently amalgam fillings are condemned 
simply because they are amalgam; more 
often, however, the fault lies with the 
operator who has failed to prepare the 
cavity to conform with the fundamentals 
of tooth morphology and to compensate 
for the inherent physical property of 
poor edge strength. If any compensation 
for poor edge strength is to be provided, 
strict attention must be given to the rela- 
tionship of amalgam to the tooth enamel 
at the cavosurface angle. 

This securing of the maximum edge 
strength for amalgam requires that the 
cavity be cut so that a 90 degree butt 
seam is produced in the proximal portion 
as is illustrated in Figure 2, above. The 
beveling back of the buccal and lingual 
walls is one of the more common errors 
committed in preparing amalgam cavi- 
ties. The resulting beveled enamel margin 
produces a feathered out portion of amal- 
gam which is unsupported as the amal- 
gam expands and will not withstand the 


1. Black, A. D., Operative Dentis vol, 2. Chicago: 
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stresses of mastication. Consequently the 
margin crumbles and leaves the so-called 
amalgam “ditch” around the restoration. 

The cast gold inlay, on the other hand, 
has adequate edge strength and permits 
the use of any kind of bevel at the cavo- 
surface to cap the enamel rods as is illus- 
trated in Figure 2, below. 

Figure 3 portrays schematically three 
types of bevels. The short bevel, which 
originates in enamel, is one that pro- 
duces on the cavosurface angle a slant of 
45 degrees or more. While this type of 
bevel has been advocated for the occlusal 
surface of inlays because it permits the 
burnishing of the gold, it nevertheless 
has the disadvantage that it is not always 
definable and frequently results in ragged, 
sawtooth margins. The long bevel origi- 
nates at the dentinoenamel junction and 
creates a slant of less than 45 degrees. 
Those who advocate the direct wax block 
technic for securing patterns prefer this 
type of bevel because it is definite. 

The full bevel is continuous with 
enamel and dentin at any degree from 
the axis of the tooth and originates at 
the floor of the cavity. Tapering stones 
held parallel to the long axis of the tooth 
produce this type of beveling. While the 
resulting margins are suitable for a direct 
wax block technic, there is a possibility of 
overemphasis with consequent loss of re- 
sistance form in the inlay cavity prepara- 
tion. 

The surrounding walls in the inlay cav- 
ity are made as nearly parallel as a suc- 
cessful or appropriate withdrawal of the 
wax pattern will permit. This require- 
ment of withdrawal results in a full bevel 
on the occlusal portion of the cavity. The 
cement which binds the inlay to the 
tooth, while adhesive, should be regarded 
as a sealing agent rather than a reten- 
tive agent; cement is incapable of retain- 
ing an inlay in a cavity for a serviceable 
length of time if the resistance form is 
lacking. 

The retention of amalgam depends on 


cavity form. This retentive form is cre- 
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Fig. 2 + Above: Maximum edge strength for 
amalgam is secured when cavity is cut to 
produce a 90 degree butt seam. Below: Gin- 
gival wall for inlay is sufficiently extended 
when a no. 5 explorer, inserted from lingual to 
buccal, can be withdrawn penn in an occlusal 
direction over the gingival cavosurface angle 


ated by attempting, wherever possible, 
to cut the walls parallel to the enamel 
rods. In Figure 4, which shows in distal! 


aspect longitudinal sections through the - 


transverse ridge of both amalgam and 
inlay cavity preparations, note that in the 
amalgam cavity the walls are cut as 
nearly parallel to the enamel rods as is 
possible. As a result of cutting the cavity 
in this manner there is produced a reten- 
tion form that has adequate bulk and 
also there is created on the occlusal sur- 
face a 90 degree butt seam that reduces 
the possibility of fracture of the amalgam 
at the margins. 

In the past we were taught that the 
proper way to prepare the occlusal cavity 
for amalgam was to cut walls at right an- 
gles to a flat pulpal wall and to place re- 
tention forms with an inverted cone bur 
in dentin under the cusps. This manner of 
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SHORT BEVEL"... 


LONG BEVEL 


FULL BEVEL 


Fig. 3 + Three types of bevels 


preparing the cavity does not provide 
sufficient bulk of amalgam at the mar- 
gins, which eventually disintegrate and 
result in the amalgam “ditch.” 

Figure 5 shows from a lingual aspect 
longitudinal sections through distooclu- 
sal restorations of amalgam and inlay. 


In the illustration for amalgam the arrow 
A indicates that the junction of the 
pulpal and axial walls is a rounded angle. 
To create a sharp line angle at this junc- 
ture is contrary to sound principles of 
mechanical engineering in that it reduces 
the bulk of material in the isthmus and 
sets up potential lines of strain in the 
amalgam. Fortunately in clinical practice, 
because of the progress of decay, such a 
sharp line angle rarely occurs unless it is 
placed there with cement. Whether or not 
cement is inserted, this angle should be 
rounded in the manner indicated by the 
arrow A in order to prevent fracturing 
of amalgam at this line angle when it is 
placed under stress. 

In the case of the cast gold inlay, on 
the other hand, the strength of the ma- 
terial is sufficient to withstand the 
stresses of mastication. The axial wall of 
the inlay cavity should permit the with- 
drawal of the pattern and at the same 
time maintain the over-all resistance form 
of the cavity. The arrow B in Figure 5 
points to the accentuation of the gingivo- 
axial line angle. This additional resistance 
form is advocated by the operators who 
use a direct wax block technic because it 
aids in stabilizing the wax pattern dur- 
ing the manipulation of carving and bur- 
nishing the wax. 

Note in Figure 5 the care and finesse 


Fig. 4 * Longitudinal sections through the transverse ridge of inlay and amalgam 


cavity preparations 
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used in preparing the mesial wall of these 
distoocclusal cavities in order to avoid 
undermining the marginal ridge. Whether 
the cavity is prepared for an inlay or an 
amalgam restoration this precaution of 
cutting so as to conserve and protect the 
sound marginal ridge should not be over- 
looked. 

In Figure 6, which shows the distal as- 
pect of distoocclusal cavities prepared 
for amalgam and inlay restorations, one 
may see the fundamental difference be- 
tween these two cavities; namely, a re- 
tention-resistance form for the amalgam 
and a withdrawal-resistance form for the 
inlay. Here it may be seen that the pulpal 
wall of the amalgam cavity is not flat 
whereas it is flat for the inlay. This dif- 
ference is brought about by the manner 
in which the cutting is done in preparing 
the amalgam cavity. If, in establishing 
the surrounding walls in the occlusal 
portion of an amalgam cavity, a cross 
cut fissure bur is held parallel to the 
enamel rods, the bur will create a pulpal 
wall which is at right angles to the sur- 
rounding walls. Such a floor will not be 
flat since it is not cut at right angles 
to the long axis of the tooth. 

Another feature of the amalgam cavity 
is the undercuts created in the bucco- 
axial and linguoaxial line angles. These 
additional retention forms are considered 


AMALGAM 


Fig. 5 * Lingual aspects of amalgam and inlay restorations of distoocclusal cavities. 
Arrow A indicates the rounded angle at the junction of the pulpal and axial walls in 


SIMON . . . VOLUME 42, MARCH 195! © 311 


Fig. 6 + Distal aspect of distoocclusal cavities 
prepared for amalgam and inlay restorations 


by some operators to be superfluous be- 
cause they feel that the over-all retention 
form produced by the convergence of 
buccoaxial and linguoaxial walls toward 
the occlusal is adequate. Others feel that 
these additional retention forms serve a 


INLAY 


the amalgam restoration. Arrow B points to the accentuation of the gingivoaxial line 


angle in the inlay restoration 
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purpose in reducing the likelihood of 
fracture of the amalgam in the isthmus 
and in minimizing the effect of flow 
under the stresses of mastication. 

That less dentin is cut away in an inlay 
cavity preparation than in an amalgam 
cavity preparation has been a matter of 
controversy in past discussions regarding 
the fundamental differences between 
these two types of cavity preparations. 
In reality the problem is not how much 
dentin is removed but rather from where 
it is removed. In this regard the advo- 
cates of the slice preparation for inlays 
undoubtedly have a point in their favor. 
However, there will always be a differ- 
ence of opinion as to what constitutes an 
adequate margin and a perfect margin, 
inasmuch as the absence of a visible ce- 
ment line is not the best criterion. 


CONCLUSION 


Fundamental differences between the 
amalgam and the inlay cavity preparation 
arise from the following circumstances: 


1. The edge strength of cast gold and 
amalgam differ widely; therefore, amal- 
gam with its lack of edge strength re- 
quires cavity designing that compensates 
for this physical deficiency. 


2. While the outline form for both 
types of cavity preparation must conform 
to principles of extension into areas of 
relative immunity, the technic for secur- 
ing an inlay emphasizes the importance 
of a withdrawal-resistance form, whereas 
the technic for the insertion of a plastic 
amalgam stresses the importance of a re- 
tention-resistance form. 


Homo Sapiens + “ . . . biological studies lend support to the ethic of universal brotherhood: 
for man is born with drives toward cooperation, and unless these drives are satisfied, men and 
nations alike fall ill. . . . In this sense, every man is his brother’s keeper. For every man is a 
piece of the continent, a part of the main. ... ” 

In this way a group of scientists drawn from various countries, with Prof. Ashley Montagu, 
of the United States, as rapporteur, sum up their findings on race problems. In a statement 
published on July 18 by the United Nations Educational, Scientific, and Cultural Organization, 
they point out that all men belong to the species Homo sapiens, and that they most probably 
derive from a common stock. The drift and random fixation of the genes, the changes in their 
structure, and such factors as isolation, hybridisation, and natural selection are responsible for 
the differences between groups, as we see them; but the genes carrying such differences are few 
compared with the vast number which carry the likenesses. When set against the whole genetic 
constitution of man they are trifling, and show the hereditary differences between peoples to be 
no more than variations on a theme. “Homo Sapiens,” The Lancet, 259:142, July 22, 1950. 
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Army dentistry forty years old 


This month marks the fortieth anniver- 
sary of the Army Dental Corps. The anni- 
versary dates from March 3, 1911, when 
the Corps was established by law as part 
of the Army Medical Department. How- 
ever, 10 years prior to that time Congress 
authorized the Army to appoint 30 con- 
tract dental surgeons. These men, 7 of 
whom are living, were accorded the priv- 
ileges of officers and wore the Army uni- 
form but held no rank until 1911, when 
the formal establishment of the Corps also 
created for them the rank of first lieuten- 
ant. 

From these contract dental surgeons 
the Army Dental Corps has grown.to its 
present active duty strength of over 1,300 
dentists holding rank in all grades from 
first lieutenant through major general. 

Through two world wars and the pres- 
ent troublesome times the Dental Corps 
has been augmented by members of the 
civilian dental profession who have en- 
tered on active duty at great personal 
sacrifice. During World War I some 4,600 
Army dental officers were on duty at one 
time and approximately 15,000 dental 
officers were on duty at one period of 
World War IT. 

All of these dentists who served at one 
time or another on active duty have 
worked towards a common purpose, the 
advancement of dentistry in the military 
service. Their work in preventive dentistry 
in peacetime and their achievements, 


sometimes under adverse conditions, in Office of the Surgeon General. 


Walter D. Love, D.D.S., Washington, D. C. 


wartime have helped to maintain the 
high standards of dental health of our 
troops and thus helped to conserve 
the fighting strength, which is essentially 
the mission of the Corps. Some achieved 
individual recognition in the pursuit 
of their military work, and their names 
will be recorded in the history of 
American dentistry as will the names of 
those members of the profession who 
made the supreme sacrifice in the service 
of their country. 

The progress of the Army Dental Corps 
during the past 40 years reflects the ac- 
complishments and achievements of the 
civilian dental profession. The present 
status of the Corps could not have been 
attained without the cooperation and as- 
sistance of the American Dental Asso- 
ciation. We realize, too, that Army den- 
tistry had the benefit of this organized 
aid long before the Corps was estab- 
lished in 1911. It is also a matter of 
record, as well as a source of pride to 
us, that members of civilian dentistry 
have faithfully responded to their coun- 
try’s call in times of stress. It is with sin- 
cere appreciation that I join members of 
the Corps, both active and retired, in ex- 
pressing our gratitude to those fellow 
dentists who today, as in the past, are 
giving so much at a time when their serv- 


Major General, U.S. Army 


Chief, Dental Divison, 
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ices are so acutely needed. Their unselfish 
contribution of service presages an even 
brighter future for the Army Dental 
Corps. However, the fact that these men 
on active duty need your assistance now 
creates an unfortunate paradox which 
we sincerely hope you will soon help us 
remedy. 

I should like to express our apprecia- 
tion also to the many deans and faculty 
members of the dental schools who have 
encouraged participation in Corps ac- 
tivities among their students. Under the 
Army Senior Dental Student Program, a 
total of 311 senior students were ap- 
pointed second lieutenants in the Medi- 
cal Service Corps Reserve and entered 
on active duty in about 40 dental schools 
from the beginning of the 1948 academic 
year, when the program began, through 
the 1949 academic school year. Two 
hundred and fourteen senior students are 
now completing their dental education 
under this program as second lieutenants. 


This is the only dental undergradute 
training program offered at present by 
the Army. 

Civilian dental consultants also have 
added immeasurably to the professional 
standards of dental practice within the 
Army and have generously devoted their 
valuable time to the ever broadening 
program of Army dental education. 

On behalf of the Army dental officers 
everywhere, a cordial invitation is ex- 
tended to members of the dental profes- 
sion and their associates and friends to 
visit any of the Army dental clinics during 
our anniversary month. 

Although 40 years does not reflect the 
long history of civilian professional assist- 
ance to military dental needs, which be- 
gan as early as 1864 when dentists served 
in the Confederate Army by conscription, 
it does represent a fruitful period of prog- 
ress that has seen the Army Dental Corps 
emerge as an integral part of the Army 
Medical Service. 


Free Exchange of Knowledge » Within any community, the citizens can only cooperate for 
their common welfare on the basis of public knowledge of general conditions in the country. 
Similarly, real cooperation between the nations of the world on problems of common concern 
presupposes free access to all information of importance for their relations. If nations are to 
benefit from the experience of others and avoid mutual misunderstanding, free access to in- 
formation and unhampered opportunity for exchange of ideas is essential, and the benefits of 
such common enlightenment and the reduction of tension have to be weighed against any 
effect on national ideals or interests. “Freedom of Information,” Nature 166:242, August 12, 
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The importance of organization 


It is no exaggeration to say that the art 
and science of dentistry has, since the turn 
of the last century, made its greatest and 
most rapid progress and has thoroughly 
entrenched itself as a recognized health 
profession. It has kept pace with other 
lines of endeavor and is still on the march, 
scientifically, economically and socially. 

It has been said, and wisely too, that 
literature, education and organization 
form the tripod 6n which any lasting 
profession rests. Of these three it would 
be difficult to say which, if any, is the 
most essential. However, it is of interest 
to note the chronological order of the 
following events: the first dental society 
in the world was organized in New York 
City on December 4, 1834, the first den- 
tal journal was published in the fall of 
1839, the first dental school was founded 
in Baltimore and accepted the first stu- 
dents in 1840 and the first law for the 
public control of dental practice was 
enacted in Alabama on December 31, 
1841. This law was under the adminis- 
tration of the State Board of Medical 
Examiners. Thus, organization proceeded 
and undoubtedly influenced the develop- 
ment of these other activities. In fact 
organization is an inseparable part of 
‘any successful enterprise. 

When the National Dental Association 
completed its reorganization at Kansas 
City, Missouri, July 10, 1913, the dental 
profession suddenly found itself consoli- 
dated into one great national organization 


Frank M. Casto, D.D.S.,M.D., La Jolla, Calif. 


comprised of state constituent societies 
and local components, all integrated into 
one body, an organization whose mem- 
bership increased from a few hundred to 
many thousands. The change was so 
rapid that considerable time was required 
to fully assimilate the fact. The many 
benefits which were to accrue to the pro- 
fession could not at that time be fully 
appraised. A new concept was in process 
of incubation. 

We are quite certain now, after more 
than 30 years’ experience, that further 
economic progress in dentistry must stand 
firmly upon a broad base of organiza- 
tion. There are no other adequate means 
to cope with the problems of socialized 
dentistry, of educating the public in 
proper dental health care and of provid- 
ing a more equitable distribution of den- 
tal service. 

The present economic status of den- 
tistry has never been excelled. The dental 
schools are filled to capacity and have a 
large waiting list in reserve. Every dental 
practitioner has, or should have, a full 
practice. People all over the country are 
crying for service. It is a condition the 
profession has strongly desired and which 
should be accepted with a full sense of 
responsibility. This responsibility should 
include within its scope a plan of con- 
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servation and retrenchment, for there is 
no guarantee as to how long this bountiful 
harvest may last. 

Faint signals of warning or distress in 
respect to general economic conditions 
are now appearing on the horizon. The 
cumulation of conflicting forces has not 
abated, crises and exigencies will con- 
tinue to occur. Our civilization will con- 
tinue to undergo repair and readjust- 
ments, and adaptation to the present 
social revolution will be slow and tedious. 
These, to mention a few, are problems 
to conjure with and are not to be shunted 
off by the simple wave of a magic wand. 
We must be conscious, too, of the fact 
that control of medical and dental serv- 
ice is still being sought by the proponents 
of socialized medicine. These individuals 
and agencies have never ceased in their 
efforts to bring about this condition. The 
large amount of free medical care now 
supplied by established governmental 
institutions lends aid and comfort, and 
serves the proponents of the socialized 
scheme very well as demonstrating clin- 
ics. In times of prosperity and in times of 
adversity there are always those who are 
seeking undue advantage. Therefore, if 
we are to conserve the achievements al- 
ready attained, it is essential to promote 
at all times a solidarity of thought and 
action through a strong, integrated na- 
tional organization. 

In conclusion, may I recommend that 
this meeting of the Past Presidents’ Club 
of the American Dental Association be 
dedicated to the men, living and dead, 
who through forthright leadership and 
conscientious work, brought to fruition in 
1913 the reorganization of the then Na- 
tional Dental Association which has cul- 
minated in the present organization of 
approximately 70,000 members, and that 
suitable resolutions be spread upon the 
minutes, and submitted to THE JOURNAL 
OF THE AMERICAN DENTAL ASSOCIATION 
for publication. 

In passing I think it worthy of note to 


mention that Dr. Homer C. Brown, then 
secretary of the National Dental Associa- 
tion and its reorganization committec, 
and Rodrigues Ottolengui, then editor of 
Dental Items of Interest, assumed a 
major part of the responsibility and lead- 
ership in bringing this reorganizational 
project to a successful conclusion. The 
following list includes some men whom I 
recall as having been active in the reor- 
ganization plan, although many others 
lent cooperative assistance. The living are 
Homer C. Brown, Thomas B. Hartzell, 
Otto U. King, Marcus L. Ward, H. Clay 
Hassell, C. B. Warner, M. D. Huff and 
Frank M. Casto. The deceased are Wil- 
liam Carr, John D. Patterson, R. Otto- 
lengui, Edward S. Gaylord, Harvey J. 
Burkhart, L. L. Barber, William D. Tracy, 
Weston A. Price, C. R. Lawrence, John 
P. Buckley, Frank O. Hetrick, Burton Lee 
Thorpe, Arthur R. Melendy, W. G. Eber- 
sole, John R. Callahan, Thomas P. Hin- 
man, Arthur D. Black, W. H. G. Logan, 
DeLos L. Hill, John F. Stephan and H. E. 


Friesell. 


RESOLUTION 


BE IT RESOLVED, that this meeting of the 
Past Presidents’ Club of the American Dental 
Association be dedicated to the men, living 
and dead, who through forthright leadership 
and conscientious work brought to fruition in 
1913 the reorganization of the National Den- 
tal Association with a membership then of 
less than 1000, which evolved through the 
years into the American Dental Association 
with approximately 70,000 current members; 
and who, by their wisdom, foresight and zeal, 
assured a permanent and progressive organiza- 
tion which now stimulates and guides dental 
progress in America, and serves also as a 
model which is followed by dental leaders in 
other parts of the world; and be it further 
RESOLVED, that these resolutions be spread 
upon the minutes of the Past Presidents’ Club 
and a copy, together with the address, be sent 
to THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION for publication. 

C. Raymond Wells 

Arthur H. Merritt 

J. Ben Robinson 
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A study of dental public health services 
in New Zealand was published, in part, 
in the September, October and Novem- 
ber 1950 issues of THE JOURNAL and later 
published in full in pamphlet form is the 
first complete report of the New Zealand 
dental health program ever presented by 
a dental observer from the United States. 
It was prepared by Allen O. Gruebbel, 
secretary of the Council on Dental 
Health, who spent three months in New 
Zealand early last year observing and 
discussing all aspects of the program with 
public health authorities and with the 
purveyors and recipients of the service. 
Although every effort was taken by the 
author of the study to present a factual, 
unbiased report, some exceptions have 
been taken by New Zealand authorities 
to a few of his observations. These excep- 
tions, together with the author’s replies, 
follow. 


ATTITUDE OF THE LABOR 
GOVERNMENT 


Comment * I am directed by the Central 
Executive of my Association to draw your 
attention to an incorrect statement in the 
article contributed to THE JOURNAL OF 
THE AMERICAN DENTAL ASSOCIATION by 
Dr. A. Gruebbel, which appeared in the 
September 1950 issue. 

In this article Dr. Gruebbel states 
(page 279): “. . . The Labor Govern- 
ment expressed sympathy with this idea 
[direct service by laboratory technicians 
to the public] and indicated that it would 


The New Zealand dental public health report: 


comments by New Zealand authorities 
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favor legislative action which would per- 
mit dental laboratory technicians to pro- 
vide prosthetic services directly to the 
public. Members of the Labor Govern- 
ment presented the argument that al- 
though dental nurses are not fully trained 
dentists they are permitted to provide 
intraoral services for patients, and that 
dental mechanics were equally qualified 
to provide prosthetic services for pa- 
tients.” 

Such a statement is contrary to fact 
and has not been stated to any represen- 
tatives of this Association in any nego- 
tiations it has had with any government 
of this country, nor was it stated to Dr. 
Gruebbel by any authorized officer of the 
N. Z. Dental Association. 

We repeat once again, the Labour 
Government gave no indication what- 
soever that it was in sympathy with this 
idea. 

The next paragraph in Dr. Gruebbel’s 
article reads as follows: “A petition was 
filed with the Government by the dental 
laboratory technicians requesting ‘chair- 
side status.’ During the time the petition 
was being considered by the Govern- 
ment, the dental laboratory technicians 
published statements supporting their 
cause in the newspaper. The technicians’ 
petition was rejected by the Government 
now in office upon the recommendation 
of the New Zealand Dental Association. 
The matter is settled for the present, but 
it is the consensus of the dentists inter- 
viewed that the proposal will be revived 
if and when Government officials show a 
favorable attitude toward it.” 
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In regard to this, it should be known 
that two petitions to Parliament were 
put forward on separate occasions by 
organized groups of dental technicians 
asking for chairside status, and were re- 
jected in that regard. This is a different 
picture from that painted by Dr. Grueb- 
bel, and we are concerned at the effect 
of such a mis-statement. 

The cordial relations which have al- 
ways existed between the American Den- 
tal Association and the N. Z. Dental 
Association are valued greatly by my 
Executive and we feel sure that your 
Association would not wittingly allow 
anything to appear in print which may 
eventually cause difficulties to the N. Z. 
Dental Association. 

It would appear that Dr. Gruebbel ac- 
cepted this statement from some dentist 
in this country who was not in possession 
of the correct facts, and by incorporating 
such a statement in what may be ac- 
cepted by the profession in your country 
as an authoritative treatise, he has placed 
my Association in a position which may 
embarrass any negotiations we may have 
at some future time with any Minister of 
Health or his departmental officers. 

While my Executive is not wishing to 
make any comment on other aspects of 
Dr. Gruebbel’s article, it feels that a cor- 
rection should be published in THE jouR- 
NAL OF THE AMERICAN DENTAL ASSOCIA- 
TION as soon as possib:<, and that (in all 
fairness) it should be given prominence 
equal to that of the article in question. 

We trust that your Association will 
agree to our suggestion, and look for- 
ward to a continuance of the friendly 
relations which have existed between our 
two organizations in the past. 


N. A. Clouston, B.D.S. 
Honorable Secretary 

New Zealand Dental Association 
Kelvin Chambers 

16 The Terrace 

Wellington, Cl, N. Z. 
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Reply + The statements in “A Study of 
Dental Public Health Services in New 
Zealand” to which the above letter refers, 
were reported as the result of interviews 
with persons prominent in the affairs of 
government and the New Zealand Dental 
Association. 

It appears that these persons were not 
in possession of all of the facts. There- 
fore, the opportunity to clarify the unin- 
tentional error is welcomed. 


Allen O. Gruebbel 


SCOPE OF THE SERVICE 


Comment * I have recently read a report 
in THE JOURNAL OF THE AMERICAN DEN- 
TAL ASSOCIATION (September, 1950) on a 
study of dental public health services in 
New Zealand by Dr. Allen O. Gruebbel. 

As the journal in question has a wide 
distribution, I would appreciate the op- 
portunity of correcting two statements 
which Dr. Gruebbel has attributed to me. 

He quotes me as saying (1) that the 
scope of the service of the school dental 
nurse “has gone far beyond what was 
originally proposed,” and stated I had 
organized the Service in the first instance 
on the basis that school dental nurses 
would treat primary teeth only; and (2) 
that ever since the Service had been pro- 
vided free of charge I had “found that 
children and parents are appreciating the 
dental care provided by the State to a 
lesser and lesser degree.” =~ 

As it is evident that Dr. Gruebbel mis- 
understood what I wished to convey in 
my conversation with him, I want to 
make it clear that it was never my inten- 
tion to limit the school dental nurses to 
the care of primary teeth only. When I 
became Chief Dental Officer in 1920 the 
Government was already committed to 
the treatment of school children, that is 
from six years of age upwards. Conse- 
quently it would have been absurd for 
me to have considered any plan that 
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limited treatment to the primary teeth 
alone. 

No doubt I discussed with Dr. Grueb- 
bel my belief that dental care should be 
commenced at as early an age as possible, 
and emphasised my interest in the pre- 
ventive aspect of the problem. It may be 
that Dr. Gruebbel interpreted this as 
meaning that I intended to confine the 
dental nurses attention to primary teeth, 
but this was definitely not so. 

In regard to the second point, I con- 
sider that the question of whether or not 
a public dental service should be pro- 
vided free of cost to the individual is 
primarily a political one. Personally I am 
of the opinion that there are advantages 
in making at least a nominal charge for 
such services in order to retain interest, 
and no doubt I expressed the view that 
the provison of a free service might well 
lead to a lessening of interest. I am sorry 
if I gave Dr. Gruebbel the impression 
that this had actually occurred. On the 
contrary I was pleased to learn from one 
of the members of the United Kingdom 
Government’s Mission, which was in 
New Zealand at the same time as Dr. 
Gruebbel (and for the same purpose) 
that he had questioned members of the 
public from all walks of life, selected at 
random in the main towns he visited, and 
that he had been greatly impressed by 
the interest in and appreciation of the 
dental service that their answers revealed. 

In any case, as it is more than twenty 
years since I retired from the Service, I 
would not have presumed to comment 


on a matter of which I had no official 
knowledge. 

I cannot help thinking that Dr. Grueb- 
bel has over-emphasised minor matters 
of this sort and that he has been over- 
anxious to belittle the achievements of a 
Service which is doing so much for the 
health of the children of this country. 


Thomas A. Hunter, K.BE. 

Formerly director, Division of Dental 
Hygiene 

New Zealand Department of Health 

Heretaunga, New Zealand 


Reply * According to the official records 
of the New Zealand Dental Association, 
published in the January 1921 issue of 
the New Zealand Dental Journal, Mr. 
Hunter informed the Executive Council 
that student dental nurses “will undergo 
an intensive training in a science course, 
embracing chemistry, physics, biology, 
anatomy and physiology. . . . Their train- 
ing will proceed finally to a knowledge 
of the filling of simple cavities and simple 
extractions of temporary teeth, . . . Their 
work will be limited almost entirely to 
the temporary teeth. . . .” 

It is somewhat surprising to read Sir 
Thomas Hunter’s remarks about “free” 
dental service. He was quite emphatic 
during the interview in describing the ill 
effects on the people of comprehensive 
social security benefits in general and 
free health care in particular. 

Allen O. Gruebbel 
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Cases and Comments 


ALLERGIC MANIFESTATION TO MERCURY 


By Leonard A. Spector, Brooklyn, 
New York. 


A four year old girl who came to this office for 
sodium fluoride treatment displayed great 
emotional disturbance at the sight of the 
dentist. 

On questioning, it was found that the child’s 
experience in a dental office six months earlier 
had been very unpleasant. At that time, she 
had been held down in the chair and despite a 
great deal of crying and general disturbance, 
two compound silver amalgam fillings were 
placed in the lower right and left first decidu- 
ous molars. Several hours later, the patient 
had developed an increase in temperature to 
101.5° F. and a severe dermatitis on the head 
and body, particularly in the neck region, with 
bilateral cervical adenitis. The child was seen 
and treated by her pediatrician. The derma- 
titis was of 10 days duration, and at that time 
was thought to be due to the emotional upset. 

In my office, I was able to examine the 
child’s mouth after several minutes of talking 
and coaxing. Examination revealed the loss 
of the compound filling of the left first decidu- 
ous molar. No new cavities were present. 

The following day, sodium fluoride treat- 
ments were begun and were completed in the 
following weeks in the prescribed manner and 
without incident. 

The day after completion of the fluoride 
treatments, a compound silver amalgam filling 
was placed. A bur was used only to obtain 
retention, since there was no sign of decay in 
the prepared cavity. No particular emotional 
disturbance was exhibited by the child at the 
time. 

Four hours after the dismissal, the patient 
showed a rise in temperature to 101° F. and 
a mild dermatitis in the area of the neck on 
the one side. 

The following morning, the child was seen 
and treated by the pediatrician, Harry Block, 
M.D., of this city, who submitted the follow- 
ing report. 

“The patient’s previous history regarding 
signs of allergy was negative. There was a 
sudden appearance of extensive edema and 
urticaria, following instillation of the dental 
filling, and involving neck, face and upper 
back regions. The reaction subsided after seven 
to ten days with active antihistamine therapy, 
locally and internally. This reaction occurred 


on two occasions with repetition of dental 
treatment in which a silver amalgam filling 
was placed.” 

Both silver alloy and mercury used were 
products accepted and approved by the Amer- 
ican Dental Association and all usual and 
sterile precautions were taken in the placing 
of the filling. 

One week later, at the request of the physi- 
cian, I sent a small portion of the silver alloy 
and mercury to him for patch testing. 

Patch tests were done with minute portions 
of (1) the silver alloy alone, (2) the mercury 
alone, and (3) the combination of both. Re- 
sults were as follows: 


(1) To the silver alloy alone, negative. 

(2) To the mercury alone, severe local 
erythema and vesiculation; edema and urti- 
carial reaction in the elbows and neck. 

(3) To the combination of both, the reac- 
tion was similar to that of the mercury alone. 

The conclusion reached was that this was 
a rare instance of mercury sensitivity, mani- 
fested by urticaria, edema and a vesiculation of 
the skin when mercury was used in a filling 
or as a patch test. 

2705 Church Avenue 


THE USE OF SELF-CURING RESIN SPLINTS 
FOR THE TEMPORARY STABILIZATION OF 
MOBILE TEETH DUE TO PERIODONTAL 
INVOLVEMENT 


By Julius N. Obin, D.D.S., Instructor, 
Periodontia Dept., New York University 
College of Dentistry, and Allan N. Arvins, 
D.D.S., Assistant Professor, Periodontia 
Dept., New York University College of 
Dentistry, New York. 


The problem of stabilizing periodontally in- 
volved teeth which display marked mobility 
has been solved in many ways. Some of the 
more common temporary measures are the 
use of continuous cast or wrought clasps, liga- 
tion with dental floss or metal strands, or the 
use of wrought wire. Where the response to 
temporary splints as well as other phases of 
periodontal treatment is sufficiently encourag- 
ing, the more extensive procedures which have 
greater permanence can be substituted. These 
include soldered three-quarter, full and veneer 
Cast crowns a6 well as pin-ledge attachments. 
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Fig. 1. Lingual view of lower anterior teeth 


Most temporary splints have marked dis- 
advantages; (1) they are usually unesthetic; 
(2) movement may be allowed during func- 
tion, thus not affording maximum stabiliza- 
tion, and (3) they interfere with the tongue 
and the lips owing to their bulk. 

The development of self-curing resins has 
permitted a modified approach in the con- 
struction of temporary splints. It is now pos- 
sible to fabricate a serviceable and adequately 
strong splint which is comfortable to the 
patient and which is extremely esthetic. 

The use of this type of splint is limited to 
cases where, regardless of the ultimate re- 
sponse of mobile teeth to periodontal treat- 
ment, or their final disposition, some perma- 
nent restoration will be indicated which will 
involve also all surfaces utilized in the splint. 
An example is the case where the central and 
iateral incisors are mobile and ultimately will 
be removed. Here, a splint would be con- 
structed for the six lower anterior teeth and, 
when the loose teeth were removed, a fixed 
bridge with needed restorations in the cuspids 
would be placed. 


CUSPID 


Fig. 2. Labiolingual cross section 


Fig. 3. Occlusal view of first and second bi- 
cuspids 


Technic + 1. The mobile teeth are ligated to 
the terminal abutments with dental floss for 
stability. 

2. A plaster or compound core of the sur- 
face to be involved is then taken. 

3. The teeth are prepared as in Figures 
1 to 4 with emphasis on adequate retention 
points. 

4. Posterior splints are reinforced with 21 
gage stainless steel wire as in Figure 4. 

5. The resin is placed into the cavity. A 
separating material such as cellophane is 
placed between the matrix and the resin, and 
pressure is applied. 

6. The dental floss is removed. 

7. The resin is then finished, especially in 
the interproximal areas. 

This type of splint has been in use for over 
six months with frequent check-ups to deter- 
mine marginal stability and retention. To 
date the restorations appear to be functioning 
adequately. 


Summary * The use of self-curing resins 
permits the construction of temporary esthetic 
splints which cannot be removed. Therefore 
they afford maximum stability and reduce the 
mobility of periodontally involved teeth. The 
response of the periodontium where these 
splints are employed affords a more accurate 


Fig. 4. Mesiodistal cross section 
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appraisal of the value of contemplated per- 
manent splints. 
8 West 40th Street 


PHOTO-METHOD OF MAKING 
PATIENT PROFILES 


By L. C. Holtzendorff, D.D.S., Valdosta, 
Ga. 


In the process of constructing full dentures, 
and in many other dental operations, it is es- 
sential that the correct vertical distance be- 
tween upper and lower jaws be recorded prior 
to surgical and mechanical operations so that 
this record may be available in subsequent 
operations upon the patient. There have been 
many mechanical devices and technics used to 
make this recording. The method to be out- 
lined here is simple and accurate and requires 
very little equipment. 

The equipment needed is a three cell focus- 
ing flashlight, a 5x7 inch cardboard x-ray 
exposure holder and 5x7 inch x-ray film. 
The method consists of exposing the film to 
the light of the flashlight with the patient's 
profile between the light source and the film so 
that the shadow of the profile will be recorded 
on the film. 

In detail this is carried out as in the follow- 
ing manner. The exposure holder is loaded by 
placing the film within the two cardboard 
covers so that it may be exposed to the light 
by simply raising the cover. The patient is 
placed with his face against a door jamb or 
cabinet for stability (see illustration). The 
filmholder is placed against the flat surface 
under the patient’s face in such a way that 
the flashlight will cast a shadow of the pa- 
tient’s face from the forehead down to the 
neck on to the film. The median plane of the 
patient’s head should be parallel to the plane 
of the exposure holder. 

The assistant should place herself with the 
flashlight as far as possible from the patient 
to minimize the spreading effect of light. For 
greater accuracy in smaller operating rooms or 


Position of patient and assistant. Light from 
flashlight held by assistant is reflected back to 
patient's head by a mirror about 15 feet dis- 
tant 


offices, a mirror on the wall will allow the 
light to be reflected over a longer distance be- 
tween the assistant and the patient. A flash- 
bulb without a reflector may be used in lieu 
of the flashlight. In the illustration the assistant 
is using a flashlight whose light is reflected 
from a mirror about 15 feet distant back to 
the patient’s head. 

When the assistant with the flashlight and 
the patient are properly arranged, the patient 
is asked to bring his teeth together and the 
exposure holder cover is raised to expose the 
film. The assistant floods the film with light 
for approximately 2 seconds. The cover is then 
replaced and the film processed. After drying, 
the image of the profile may be cut out and 
fitted to the patient’s face and filed for future 
reference. 

The prime essentials for this technic are the 
following. The room should be as dark as 
possible; a strong flashlight with a small light 
spot should be used, and the patient’s head 
should be as still as possible during the opera- 
tion. The distance between the flashlight and 
the film should be as great as possible and the 
distance between the patient’s profile and the 
film should be as small as possible. 
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Editorials 


Dentistry demonstrates its ability to meet a major 
portion of the increasing demand for its services 


The Bureau of Economic Research and Statistics reports that during 1949 the 
median number" of different patients treated by a dentist was 634. Twenty years 
ago* the median number of different patients was reported as 429. Both figures were 
based on a nation-wide mail survey. The increase indicates that the average dentist 
cared for approximately 50 per cent more patients in 1949 than in 1929. 

In 1950 the Bureau estimated that approximately 60 million persons, or 40 per 
cent of the entire population, visited their dentists during the previous year. This 
estimate is consistent with the findings of a Gallup poll conducted in 1950 which in- 
dicated that 50 per cent of adults in the United States had received dental care 
within the previous 12 to 15 months. 

Twenty years ago the Committee on the Costs of Medical Care* estimated that 
only 20 to 25 per cent of the population visited their dentists during a year’s time. 
It is apparent from the Bureau’s recent study, substantiated somewhat by the Gallup 
report, that there has been a tremendous upsurge in both dental demand and serv- 
ices rendered during the last two decades. The increase in dental demand cannot be 
attributed entirely to an increase in economic prosperity as the average family was 
relatively as prosperous during the late twenties as it is today. The answer more 
rightly lies in the effective dental health education activities of the profession and 
others interested in raising the nation’s health standards. 

The increase in the amount of dental services rendered cannot be attributed to an 
increase in the proportionate number of dentists as the ratio of dentists to population, 
approximately 1 : 1,730, has remained unchanged during the last 20 years. The answer 
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lies partially in the fact that dentists now make better use of auxiliary personnel. 
Only 41.3 per cent of the dentists in 1929 employed full time dental assistants com- 
pared to 64.0 per cent in 1950. More dentists today employ dental hygienists and 
more dentists avail themselves of the services of dental laboratory technicians than 
was customary two decades ago. According to the Bureau’s 1950 survey, dentists who 
employ one auxiliary average 37 per cent more patients per week than dentists who 
work alone. 

The increasing amount of dentistry performed for children also has contributed 
to the profession’s ability to care for more patients. The more preventive service 
rendered, the less need for time consuming restorative service. As the practice of 
pedodontics increases, as more communities fluoridate their drinking water, as more 
people practice caries preventive measures and as more dentists avail themselves of 
the services of auxiliary personnel, just so will the dental profession be able to expand 
its services to more people. 

During the last two decades dentistry has demonstrated its willingness and ability 
to meet a major portion of the mounting demands for its services. The problem is 
not solved completely but progress has been made. Given the opportunity, un- 
hampered by political control, the profession, its affiliates and the public, working 
together, will find a practical solution. 


|. A point in a series of numbers designating that half of the individuals are on one side of it and half on the 
other. 
2. Leven, Maurice. The practice of dentistry and the income of dentists in twenty states, 1929. Chicago, University 
of Chicago Press, 1929, p. 55 

3. Medical care for the American peo > ” fina! report of the committee on the costs of medical care. 
Chicago, University of Chicago Press, 1932, 


Penicillin: an effective agent for protection 


of rheumatic dental patients 


A recent statement approved by the American Council on Rheumatic Fever of the 
American Heart Association again emphasizes the importance of penicillin therapy 
for certain oral surgery patients. The Council points out that bacteria which are 
frequently present in the blood stream following dental extractions may cause bac- 
terial endocarditis in patients suffering from rheumatism or congenital heart disease. 
Since alpha streptococci are the principal offenders, penicillin is recommended for 
prophylaxis. The Council states: 


1. Except in emergencies operative procedures in rheumatic individuals should be deferred 
until there is no clinical evidence of rheumatic activity and laboratory tests indicate that the 
rheumatic process is subsiding. 

2. Patients should be free from upper respiratory infection. 

3. Minimum dosage of penicillin: (@) 300,000 units of aqueous penicillin intramuscularly 
30-60 minutes before extraction or operation, (b) 300,000 units of procaine penicillin in oil 
or aqueous suspension injected intramuscularly at the same time in a different site. 


The Council further recommends that if extensive infection is present it is advisable 
to give several doses of penicillin starting the day previous to the operation and 
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continuing one or two days thereafter. Essentially the same recommendation appears 
in the 1949 and 1950 editions of Accepted Dental Remedies prepared by the Council 
on Dental Therapeutics of the American Dental Association. 

When the extraction of teeth is complicated by the presence of active rheumatic or 
valvular heart disease, there is no question but that medical assistance should be 
sought in the management of the condition and where indicated, penicillin should 
be utilized in the interests of a better and safer service to the dental patient. 


Easter seals for 
crippled children 


This is Easter Seal month—a month dedicated to crippled children. For the eight- 
eenth consecutive year the National Society for Crippled Children and Adults is 
seeking funds to aid in rehabilitating thousands of the nation’s physically handi- 
capped youngsters. 

Of particular interest to members of the dental profession is the work being done 
by the Society on behalf of children crippled by cleft lip and cleft palate. Everyone 
realizes the heavy handicap under which these children labor but few realize the 
high incidence of the deformity. Cooper,’ basing his conclusions on reports from 
various parts of this country and abroad, estimates that there is at least one cleft 
palate case in each 700 live births. He states that, “compared with all other defective 
formations the cleft lip and cleft palate constitute the most frequently found con- 
genital deformity existing today.” Hundreds, perhaps thousands, of these children 
are additionally handicapped by the lack of parental resources needed to finance the 
long and expensive treatment required to correct the condition of these children 
and make them more useful citizens. 

These children need help and, within the limit of its budget, the National Society 
provides it. Proceeds from the sale of Easter seals finance the consultant services of 
nationally known cleft palate authorities, hospitalization and surgical treatment, 
speech correction programs and the services of dental and educational specialists. 
In addition, the fund provides the major support for the operation of treatment- 
training centers, convalescent homes, special schools, camps and recreation programs 
for children suffering from all types of crippling disorders. 

Although dentists are particularly interested in the rehabilitation of children with 
cleft lip and cleft palate their interest naturally extends to other physically handi- 
capped youngsters as well. Indeed, throughout the country many members of the 
Association are doing an outstanding job of supporting the programs for crippled chil- 
dren in their community. It is not to be expected that every dentist can participate 
actively in such programs but most dentists can participate in this national volunteer 
human reclamation project by contributing to the Easter Seal campaign. A few 
never missed dollars contributed this month may transform a lifetime of misery and 
helplessness into one of effective usefulness for some crippled child. 


1. Cooper, Herbert K. Cleft palate: dentistry’s opportunity. J.A.D.A. 42:37 (Jan.) 195!. 
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Washington News Letter 


National dental manpower continues as 
a front ranking issue in Washington, with 
emphasis on two factors—equitable divi- 
sion among the military and civilian pop- 
ulations, and increasing the professional 
output to meet growing requirements un- 
der the mobilization program. Congress, 
the White House, Department of De- 
fense, National Security Resources Board, 
Civil Defense Administration, Public 
Health Service, all these and many of the 
alphabetical agencies, in addition, have 
their ladles in the cauldron and what the 
finished product will taste like is still any- 
one’s guess. 

At Chicago in mid-February, Chair- 
man Howard A. Rusk of NSRB’s Health 
Resources Advisory Committee presented 
an inventory of impending deficits of 
physicians and stated that increased 
school enrollments or acceleration of 
training, or both, are definitely indicated. 
Within the next few weeks he is sched- 
uled to present to dental educators a 
corresponding report on the country’s 
needs for dentists in the next decade. 

Meantime, Congress is working on leg- 
islation dealing with draft deferment of 
predental students and Federal subsidiza- 
tion of dental schools, together with a sys- 
tem of Government scholarships. Regard- 
ing the former point, Dr. Rusk recently 
informed the Senate Armed Services 
Committee that introduction of any sys- 
tem of universal military training should 
make allowance for graduation each year 
of a minimum of 3,200 dentists. In all, at 
least 25,000 young men should gain 
deferment annually to permit them to 
complete undergraduate education pre- 
requisite to study of dentistry, medicine, 
pharmacy, optometry and the other 
health sciences, Dr. Rusk asserted. 

“It should be emphasized,” he told the 
Senate committee, “that the 25,000 re- 


ferred to must be deferred each year to 
meet the requirements of entering classes 
in addition to continuing those already 
admitted until their professional training 
is completed.” He added that “the method 
by which the 75,000 (total of deferees) is 
to be divided among the various scien- 
tific, engineering and _preprofessional 
health fields must be decided by compe- 
tent authority after careful study of the 
over-all problem.” 

With reference to Congressional action 
on financial support of dental schools and 
establishment of scholarships, all signs in 
mid-February were that the Senate would 
act first. Such a bill was passed in the 
previous Congress but died in the House. 
A new bill, substantially the same, has 
been approved by Senators Taft, Murray 
and other influential members of the La- 
bor and Public Welfare Committee. Pas- 
sage on the Senate floor in near future is 
anticipated. 


VETERANS ADMINISTRATION 


Vice Admiral Joel T. Boone is scheduled 
to assume his new post as chief medical 
director of Veterans Administration 
within the next 30 days; and there is 
speculation whether the administrative 
change will have any bearing on the Den- 
tal Service’s efforts to obtain a greater 
degree of autonomy within VA’s Depart- 
ment of Medicine and Surgery. One no- 
table advance was marked in February, 
when Administrator Carl R. Gray, Jr., 
issued orders implementing the new law 
placing dental specialists on a profes- 
sional par with medical specialists. 

A 25 per cent salary increase, hereto- 
fore reserved exclusively for accredited 
members of medical specialties on VA 
payrolls, now is extended to comparably 
recognized dental specialists. Certain 
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other benefits and privileges likewise are 
conferred upon them by the implement- 
ing action taken by Gray. 

Principal worry of Bion R. East, head 
of VA’s Dental Service, is the rapidly in- 
creasing backlog of outpatient treatment 
cases. He estimates that a supplemental 
appropriation of at least $6,000,000, 
which is nowhere in sight, would be re- 
quired to provide fee-for-service care to 
the waiting list of veterans already certi- 
fied as eligible. This is exclusive of thou- 
sands more applicants awaiting certifica- 
tion. 

In December, 1950 (latest month for 
which figures are given), private dentists 
gave 11,497 examinations to veterans and 
completed 21,559 treatment cases. These 
are independent, of course, of 18,794 ex- 
aminations and 5,664 treatments by full- 
time VA staff people. 

Although fee payments to dentists in 
December totaled $2,070,341, approxi- 
mately 45,000 cases previously certified 
as eligible for treatment went unhandled 
because of lack of funds. At the end of 
the year, an additional 152,514 applica- 
tions for treatment were pending. An ap- 
preciable percentage involved individuals 
whose dental care had been started, only 
to be put off indefinitely because Veter- 
ans Administration appropriations were 
insufficient to complete treatment. 

Seriousness of the growing backlog is 
demonstrated by the fact that treatments 
are averaging only 27,000 a month, in 
the face of a waiting list which now 
stands at about 135,000 and which is 
growing at a pace far in excess of the 
treatment rate. It will be interesting to 
see whether Admiral Boone’s replace- 
ment of Paul B. Magnuson as chief medi- 
cal director alters a situation in which 
funds earmarked for medical outpatient 
services have been proportionately twice 
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as great as those allowed for dental fees 
for care of veterans. 


NAVY'S SYNTHETIC ARM 


Developed at the Naval Dental School 
by Comdr. John V. Niiranean, Dental 
Corps, a so-called synthetic arm was 
placed on public showing for the first 
time February 16. Its debut came at a 
Department of Defense briefing for the 
press corps. The device is a lifelike, life- 
size reproduction of a human forearm de- 
signed as a training aid for instruction of 
hospital corpsmen, civil defense first-aid- 
ers and others in giving intravenous in- 
jections, withdrawing blood, administer- 
ing immunization inoculations, etc. 

The simulated arm has a foundation of 
stone, is overlaid with felt and has a 
flesh-colored vinyl resin surface. Tubing 
permits realistic circulation of mock 
blood and the device can effect a pulse 
rate. According to Comdr. Niiranean, 
the synthetic arm can be produced at a 
cost under $15. 


MEDICAL SCIENCES INFORMATION 
EXCHANGE 


Incidentally, individuals and organiza- 
tions interested in government-sponsored 
dental research should note that the 
Medical Sciences Information Exchange 
is now in full operation. This is a clearing 
house of information, sponsored by the 
National Research Council and six 
branches of the Federal government, on 
medical, dental and biological research, 
excluding those comparatively few proj- 
ects that are classified for security pur- 
poses. The Exchange, which is prepared 
to answer questions on current and pro- 
posed projects, is located in the Dupont 
Circle Building, Washington, D.C. 
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News of Dentistry 


Deferment of dental students and faculty, 
and no extension of service beyond 21 
months, were the principal recommenda- 
tions of the Association regarding the pro- 
posed program of universal military serv- 
ice and training (amended version of 
S 1) presented by R. H. Friedrich before 
members of the Senate Armed Services 
Committee January 24. Dr. Friedrich is 
chairman of the Council on Federal Den- 
tal Services of the Association, and vice- 
chairman of the Committee on Emer- 
gency Dental Service. 

Dr. Friedrich urged that positive 
provisions be made for deferment of ade- 
quate numbers of predental and dental 
students to meet the expanding needs of 
the Armed Forces and of the civilian 
population. The bill proposes the annual 
withdrawal from the services of 75,000 
inductees qualified for education beyond 
the high school level. Since 5,000, or 612 
per cent, of these would be required an- 
nually from which to fill the dental fresh- 
man classes, the proposed 75,000 would 
not be sufficient for the needs of dentis- 
try and other educational groups and 
should be increased, he said. 

Positive provisions should be included 
for deferment of dental faculty person- 
nel, Dr. Friedrich stated. A grave short- 
age of competent dental teachers already 
exists, with 200 full-time vacancies on 
dental school faculties and none the re- 
sult of the present emergency. 

He reiterated the views of the Asso- 
ciation that Federal assistance should be 
provided for expansion of existing dental 


Armed Forces 


ASSOCIATION TESTIFIES AT SENATE HEARINGS: RECOMMENDS DEFERMENT 
OF DENTAL FACULTIES AND STUDENTS: OPPOSES EXTENSION OF SERVICE 


schools and establishment of additional 
ones, under adequate safeguards. 

With regard to the proposal to extend 
the term of service required of inductees 
and reservists from 21 to 27 months, he 
pointed out that 22,000 dentists served in 
World War II, many of them for more 
than three years, and a large number re- 
mained in the Reserve. The Association 
believes, he said, that the term of service 
required of Reserve dentists who have 
already served in the Armed Forces 
should not be extended beyond 21 months 
unless it is clearly shown that additional 
service is necessary. 

Excerpts from Dr. Friedrich’s testi- 
mony appear on page 351 of this issue. 


VA DENTAL SPECIALISTS’ PAY 
TO BE EQUAL WITH MEDICAL 


The last barrier to salary equity of den- 
tists with physicians in Veterans Admin- 
istration was removed January 29 when 
the Administrator of Veterans Affairs, 
Carl A. Gray, Jr., approved recognition 
of six dental specialty boards recognized 
by the Association. Mr. Gray’s approval 
made possible implementation of a pro- 
vision of Public Law 758 (81st Congress) , 
sponsored by the Association and signed 
by the President last September, which 
gives dental specialists professional and 
salary equality with medical specialists in 
VA. VA dentists who are diplomates of 
the six recognized specialty boards are 
entitled to a 25 per cent increase in pay 
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The newly formed Armed Forces Medical Policy Council combines in one organization the 
leadership of both military and civilian health authorities under a civilian chairman and is 
comprised of the Surgeons General of the Army, Navy and Air Force, a dentist, and two 
physicians. Chairman is Richard L. Meiling, former director of medical services in the Defense 
Department, an office made defunct by Soanation of the new Council. 

The seven member Council, shown here as they met in Washington January 29, are (I. to 
r.): Maj. Gen. Harry G. Armstrong, Surgeon General of the Air Force; James P. Hollers, 
periodontist from San Antonio, Tex.; Rear Admiral H. L. Pugh, Surgeon General of the 
Navy; Richard L. Meiling, chairman; Maj. Gen. Raymond W. Bliss, Surgeon General of the 
Army; |. S. Ravdin, professor of surgery at the University of Pennsylvania; and W. Randolph 


Lovelace II, physician from Albuquerque, N.M., who is an authority in aviation medicine. 


even if they are not practicing their 
specialty. 


The specialty boards approved by Mr. 
Gray for recognition by VA are the Amer- 
ican Boards of Oral Surgery, Prostho- 


dontics, Periodontology, Pedodontics, 
Orthodontics, and Oral Pathology. 


DENTISTS VOLUNTEER AT 
FASTER RATE THAN PHYSICIANS 


It was reported on January 31 that den- 
tists were accepting Army Reserve com- 
missions and an early call to active duty 
at a greater rate than physicians. Of 6,199 
physicians in Priority I only 3,420 had 
either accepted or said they would accept 
a commission. Among Priority I dentists, 
1,880 had applied for commissions and 
the remaining 1,073 had not yet volun- 
teered. 


NEW DEFENSE DEPT. POLICY TO 
PREVENT INEQUITIES IN RANK 


Under new Defense Department regula- 
tions to prevent inequities in commission- 


ing, dental and medical registrants who 
once declined a commission cannot count 
any professional experience beyond the 
date of pre-induction physical examina- 
tions toward qualification for a higher 
rank. 

Effective March 1, for Priority I regis- 
trants the new policy means that a den- 
tist who declined a commission can count 
toward his rank only the experience ac- 
quired prior to December 6, 1950, the 
Defense Department stated. 

Priority I includes dentists trained at 
Government expense who have served less 
than 90 days as commissioned dental offi- 
cers in the Armed Forces. 


HOLLERS TAKES DEFENSE 
MEDICAL POLICY COUNCIL POST 


James P. Hollers, periodontist of San An- 
tonio, Texas, who is a member of the 
House of Delegates of the Association, 
I. A. Ravdin of Philadelphia, professor 
of surgery at the University of Pennsyl- 
vania, and W. R. Lovelace II of Albu- 
querque, N.M., an authority on aviation 
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medicine, were sworn in January 22 as 
members of the newly formed Armed 
Forces Medical Policy Council headed by 
Richard L. Meiling. The other members 
are the Surgeons General of the Army, 
Navy and Air Force. 


LOS ANGELES ORTHODONTIST 
SERVES AS DIVISION SURGEON 


An orthodontist as its division surgeon is 
the unusual distinction claimed by the 
40th Infantry Division Headquarters, 
Camp Cooke, California, where Lt. Col. 
Lawrence S. Singleton of Los Angeles 
serves the Army Dental Corps in this 
capacity. 

As acting division surgeon, Colonel 
Singleton advises the command general 
in all matters concerning the, health of 
the command, is the liaison channel be- 
tween the commanding general and 
medical units, and plans and surpervises 


all medical service operations in the di- 
vision. 

The Lieutenant Colonel, who has a 
D.D.S. degree from the University of 
Southern California and a M.S. degree 
from the University of California, has 
been in the service since 1928 and dur- 
ing World War II served with the Army 
Air Force. Before his recall to active duty 
in September 1950, he practiced ortho- 
dontics in Los Angeles. 


DUES ARE NOT WAIVED FOR 
MEMBERS IN ARMED FORCES 


Dues in the American Dental Association 
will not be waived, although many com- 
ponent and constituent societies are tak- 
ing such action. L. M. Cruttenden, 
assistant secretary, who made the an- 
nouncement, indicated that the House of 
Delegates has taken no action to waive 
any part of their membership dues during 
their period of service. 


Association Affairs 


EDUCATION COUNCIL AND USPHS 
SURVEY SCHOOLS’ FINANCES 


The financial status of dental schools, 
dental hygiene schools and schools for 
training laboratory technicians will be 
surveyed in a joint project of the Coun- 
cil on Dental Education of the Associa- 
tion and the U.S. Public Health Service, 
to start this month. Purpose of the sur- 
vey, according to Shailer Peterson, secre- 
tary of the Council, is to determine the 
cost of educating a dental student. The 
results of the survey will also be of value, 
he stated, in determining the needs of 
schools for financial assistance from Fed- 
eral or other sources. 

At a meeting on February 2, the 
Council gave its approval to the four- 
year dental education program of the 
School of Dental and Oral Surgery at 
Columbia University. 


The Council approved seven intern- 
ship programs and four residency pro- 
grams in ten hospitals. A list of the newly 
approved programs will be published in 
the April yournat. The Council’s cri- 
teria for approval of such programs is 
soon to be available in brochure form. 
A list of interns and residents in hospi- 
tals whose educational programs are 
Council approved is also being prepared. 

Students may now make application 
to take the aptitude test direct to the 
Council. on Dental Education without 
first being certified by a dental school. 
Furthermore, the dates of aptitude tests 
have been advanced to enable dental 
schools to select students for provisional 
acceptance approximately a year and a 
half in advance of admission. The plan 
will also allow the schools to select pre- 
dental students for possible deferment, 
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Dr. Peterson stated. The first set of ex- 
aminations for 1952 applicants has been 
advanced to May 11 and 12, 1951. Other 
testing periods for 1952 applicants will 
be in October 1951 and March 1952. 

The Council approved a booklet de- 
scribing the requirements for approval 
of schools for the training of dental 
hygienists. The Council and its commit- 
tee on the training of dental hygienists 
will confer regarding the curriculum 
during the meeting of the American 
Association of Dental Schools in French 
Lick Springs, Ind., this month. 

Inspection of dental hygiene schools 
which have already requested approval 
will be started this year. 


ASSOCIATION OPPOSES PLAN 
TO DOWNGRADE DENTISTS IN VA 


The Association on February 15 formally 
protested the proposed downgrading of 
dental rating specialists serving in the 


office of claims of the Veterans Adminis- 
tration on Civil Service status. Effect of 
the plan would be to put dentists serving 
as rating specialists into a grade lower 
than medical, occupational and legal 
specialists who perform comparable 
duties. 

At present dental rating specialists are 
classified in Grade GS-12 with a salary 
range of $6,400 to $7,400 per annum. 
Under the proposed order, dental rating 
specialists would be classified in GS-11 
which ranges in pay from $5,400 to 
$6,400 per annum. 


JUSTIS NAMED TO FEDERAL 
DENTAL SERVICES COUNCIL 


E. Jeff Justis of Memphis, Tenn., has 
been appointed to the Council on Federal 
Dental Services of the Association by 
Harold ‘W. Oppice, president, to replace 
Granville Sherman who resigned. Dr. 
Justis is the secretary of the Tennessee 
State Dental Society. 
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The Council met February 9 and con- 
sidered the resolution of the Veterans 
Dental Organization of the Third Dis- 
trict Dental Society, Greensboro, N.C., 
presented to the House of Delegates last 
November, which recommended that 
every inductee into the Armed Forces be 
given a complete dental examination 
including full-mouth, intra-oral and bite- 
wing roentgenograms, and that the re- 
sults of such examinations be recorded 
and kept as part of a permanent health 
record. It is understood that the Coun- 
cil approved the resolution and will rec- 
ommend to the Board action to be taken 
toward its implementation. 

Other recommendations to be made to 
the Board concern rank and pay for the 
dental chiefs of the uniformed services, 
methods of utilizing dental officers to give 
adequate care with an economy of dental 
manpower, and dental care for depend- 
ents of service men. 


COUNCILS PLAN REPORT ON 
PULP REACTIONS TO RESINS 


Development of a report to the profes- 
sion on the problem of pulp reactions to 
self-curing resinous filling materials was 
the purpose of a meeting February 22 of 
members and consultants of the Council 
on Dental Research and the Council on 
Dental Therapeutics with dental inves- 
tigators of the problem. 

The meeting was attended by George 
C. Paffenbarger, dental research fellow 
of the Association at the National Bu- 
reau of Standards; A. Seelig of Monte- 
fiore Hospital, New York; Seymour H. 
Kreshover of the Medical College of 
Virginia School of Dentistry; Paul C. 
Kitchin of Ohio State University Col- 
lege of Dentistry; and Helmut A. Zander 
of Tufts College Dental School; as well 
as J. L. T. Appleton, chairman of the 
Council on Dental Research; Thomas J. 
Hill, chairman of the Council on Dental 
Therapeutics; Isaac Schour, consultant 
to the Council on Dental Therapeutics; 
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and J. Roy Doty, director of the Bureau 
of Chemistry. 

The report will appear in a future 
issue of THE JOURNAL. 


TEACHERS AND EXAMINERS 
AGREE ON TESTING TECHNICS 


Results of aptitude tests are an index to 
a student’s academic ability in the basic 
sciences, and a student’s grades in clini- 
cal subjects appear to predict his grades 
in licensure examinations, it was agreed 
by 125 dental educators from schools and 
examining boards at the Congress of 
Dental Education and Licensure Febru- 
ary 3 in Chicago. The Congress was 
sponsored by the Council on Dental Edu- 
cation of the Association. 

There was agreement also that teach- 
ers and examiners must employ objective 
technics rather than subjective methods 
in evaluating the competence of a stu- 
dent or a candidate for licensure. 

A pilot study in the field of evaluation 
of clinical competence is to be made by 
both dental schools and dental exam- 
iners, and its results will be reported at 
a seminar on testing sponsored by the 
American Association of Dental Ex- 
aminers in Washington during the an- 
nual meeting of the American Dental 
Association in October. 

A report of the Congress will appear 
in a future issue of THE JOURNAL. 


DENTAL HEALTH COUNCIL TO 
ISSUE FLUORIDATION MANUAL 


The Council on Dental Health, which 
met February 2 and 3 in the Central 
Office, elected Ira Dow Beebe of Bridge- 
port, Conn., as vice-chairman, reported 
the completion of its manual of in- 
formation regarding fluoridation of water 
(see February JouRNAL, p. 222), ap- 
proved two motion pictures for distribu- 
tion, formulated criteria for acceptance 
of dental health educational mate- 
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rial, and made preliminary plans for ob- 
servance of Children’s Dental Health 
Day in 1952. 

The Council developed a report form 
for the use of state councils on dental 
health in reporting their activities to the 
Council. It will also make available to 
state dental societies material the Coun- 
cil has prepared on the administrative 
status of dental divisions of state health 
departments. The material is for the pur- 
pose of aiding state dental societies in 
their efforts to combat the tendency to 
lower the administrative status of state 
dental health units. 

In addition, the Council conferred 
with John W. Knutson of the US. 
Public Health Service, John T. Fulton of 
the U.S. Children’s Bureau, Bion R. East 
of the Veterans Administration, and Belle 
Fiedler, chairman of the Committee on 
Dental Health of the American Dental 
Hygienists Association, regarding mutual 
efforts to improve dental health. 

The two motion pictures approved by 
the Council for distribution are one on 
toothbrushing, entitled “Come Clean,” 
and one entitled “Teeth Are to Keep.” 
The first, a 400 ft., 16 mm. sound film, 
in color, was produced by Forrest R. 
Slavens of Steamboat, Colorado, and will 
be available from the Council on a loan 
and sale basis. The second, a 300 ft., 16 
mm., animated film in sound and color, 
was produced by Encyclopaedia Britan- 
nica Films, Inc., for children in the lower 
grades, and will be available from the 
Council on a loan basis. 


PHAIR NAMED ASSISTANT 
SECRETARY OF COUNCIL 


On recommendation of Allen O. Grueb- 
bel, W. Philip Phair has been appointed 
assistant secretary of the Council on Den- 
tal Health, it has been annouhced by 
Harold Hillenbrand, secretary of the As- 
sociation. 


Since July 1950, Dr. Phair has been 
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working with development of state and 
community dental health programs and 
as a special consultant to state health de- 
partments and constituent and compo- 
nent dental societies. 


ANNUAL MEETING TO BE HELD 
IN WASHINGTON AS SCHEDULED 


The ninety-second annual meeting of the 
Association will be held in Washington 
next October as scheduled, it is announced 
by Harold Hillenbrand, secretary. Ru- 
mors to the contrary have no basis in 
fact. 

David J. Fitzgibbon of Washington, 
general chairman of local arrangements, 
has announced that 33 hotels in the city 
have pledged accommodations. The 
Statler and the Mayflower will be official 
hotels, with the House of Delegates and 
the Board of Trustees meeting in the 
Statler. 


1950 MEMBERSHIP TOTAL 
REACHED ALL-TIME HIGH 


Total membership in the Association on 
December 31, 1950, was 77,099, the 
highest in history and an increase of 
18,385 over 1945 and 27,368 over 1940. 
Active members totaled 65,649, a gain of 
130 over 1949. Student members showed 
the greatest gain with a total of 8,450 
representing an increase of 1,245 over 
1949, 

By January 31, 7,035 student members 
were already enrolled for 1951. 


1948-49 AND 1950 INDEXES TO 
DENTAL LITERATURE AVAILABLE 


The 1948-49 and 1950 volumes of the 
Index to Dental Literature are now 
available, according to Donald A. Wash- 
burn, director of the Bureau of Library 
and Indexing Service of the Association. 

The 1948-49 volume is the last of the 
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biennial publications and is priced at 
$10. 

The 1950 volume is the first annual 
index and contains all the material 
listed in the three quarterly cumulative 
indexes published in 1950 as well as 
material for the fourth quarter. Sold on 
a subscription basis for $30 a year, the 
index service consists of quarterly cumu- 
lative indexes, each issue containing ma- 
terial included in preceding issues. The 
fourth, or annual volume covers the 
whole year and is bound in a hard linen 
cover. 

Orders and subscriptions should be ad- 
dressed to the Order Department, Amer- 
ican Dental Association, 222 East 
Superior Street, Chicago 11, II. 


NEW FILING CASES FOR 
JOURNAL ARE AVAILABLE 


Attractive new filing cases to match THE 
JOURNAL are available on order from the 
Central Office. The set of two cases holds 
twelve monthly issues and is designed for 
storing the year’s copies in readily ac- 
cessible form on bookshelves. 

Cost of the cases is 75 cents a set. 
Orders should be addressed to the Ameri- 
can Dental Association, Order Depart- 
ment, 222 East Superior Street, Chicago 
11, Il. 


DIRECTORY OWNERS OFFERED 
QUARTERLY SUPPLEMENT 


Owners of the 1950 American Dental 
Directory recently published are advised 
that a Quarterly Cumulative Supplement 
is available to enable subscribers to keep 
the Directory up to date. Supplement list- 
ings will be in alphabetical order and in- 
clude complete information about newly 
listed dentists, as well as changes of ad- 
dress, entry into and separation from the 
Armed Forces, deaths, and other descrip- 
tive data concerning dentists already 
listed in the Directory. 


| 
| 


Initial fee of $37.50 for the service in- 
cludes supplements covering the last half 
of 1950, from the time of publication of 
the new volume, as well as the annual 
subscription for 1951. Beginning January 
1952 the annual subscription fee will be 
$25.00. Orders should be placed with the 


11,000 DENTISTS ATTEND 
CHICAGO MIDWINTER MEETING 


Nearly 11,000 dentists and guests at- 
tended the 86th midwinter meeting of 
the Chicago Dental Society February 5-8, 
for a program presented by 180 dentists 
who participated in 46 essays, 103 clinics, 
and 18 question and answer sessions. The 
program also included 28 motion pic- 
tures, 25 scientific, health and educa- 
tional exhibits, and 130 technical ex- 
hibits. 

At the general session, presided over by 
the general chairman, Werner J. Gresens, 
Arno L. Brett, the Society’s president, 
welcomed the visitors, and Harold W. 
Oppice brought greetings from the Asso- 
ciation as its president. ; 

Dr. Oppice said that he is constantly 
asked whether, with the 82nd Congress, 
compulsory health insurance is a dead is- 
sue in Washington. He expressed the be- 
lief that, although the issue is sure to be 
reintroduced, in the present Congress it 
would remain in committee. This situa- 
tion, he said, would allow the Association 
more time to advance its constructive 
program. The Association’s dental health 
program regarding the fluoridation of 
water supplies would prove to the pro- 
ponents of compulsory health insurance 
that our program is the right one, he 
said. 

Sen. Everett M. Dirksen (R., Il), 
who addressed the first general meeting, 
stressed the need of making individual 
needs and desires known in order to pre- 
serve and strengthen democratic life. 
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Dental Societies 


Order Department, American Dental 
Association, 222 East Superior Street, 
Chicago. 

The Supplement is not to be confused 
with the Monthly Report Service or mail- 
ing list correction service which is non- 
cumulative. 


The Society’s annual $500 cash award 
for the best essay was awarded to Hyman 
J. V. Goldberg, Eugene Chen and Basil 
Bibby of the Eastman Dental Dispensary 
in Rochester, N.Y., for a study of the ef- 
fects of foodstuffs retained on teeth and 
the comparative potentialities of these 
foodstuffs in causing dental decay. 


FLORIDA SOCIETY TO MEET IN 
HOLLYWOOD APRIL 29-MAY 2 


The Florida State Dental Society will 
hold its sixty-eighth annual session at the 
Hollywood Beach Hotel, Hollywood, 
Florida, April 29-May 1, 1951. 

Information may be obtained from the 
secretary, L. M. Schulstad, 601 Profes- 
sional Building, Bradenton, Fla. 


MISSISSIPPI ASSOCIATION 
TO MEET IN MAY 


The 1951 meeting of the Mississippi 
Dental Association will be held in Jack- 
son at the Heidelberg Hotel April 29 to 
May 2. 


KANSAS DENTAL ASSISTANTS 
EXAMINATIONS SET FOR MAY 


Kansas State certification examinations 
for dental assistants will be held May 6 
in Wichita, it is announced. Information 
may be obtained from the secretary of the 
Kansas State Dental Association, Mildred 
Kraft, 2601 Parallel, Kansas City. 
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The Oklahoma State Dental Society, 
which this year has exceeded its annual 
Relief Fund quota for the first time, 
gives most of the credit to Wiley J. 
Adams and his relief committee. 

Dr. Adams is shown here (r.) deliver- 
ing checks totaling $577.86 from Okla- 
homa dentists to the Council on Relief in 
Chicago. Leo W. Kremer (seated) ac- 
cepts the check. Standing are (I. to r} 
Council members Thomas R. Cullen o 
Oswego, N. Y., Steve A. Garrett of At- 
lanta, Ga., John S. Owens of Camden, 
N. J., and M. C. Hansen of Racine, Wis., 


secretary. 
Tabulations of receipts up to February 9 showed that Alabama, Alaska, Georgia, Hawaii, Nebraska, 


Nevada, North Dakota, Oklahoma, Southern California and Tennessee had exceeded their quota. 
Total contributions from all states totaled $73,375.27 or 73.3 per cent of the $100,000 goal. This total 


represented contributions from 25,934 dentists, 40 per cent of the total Association membership. 


NORTHWEST DENTAL MEDICINE 
CONFERENCE TO MEET IN APRIL 


The Northwest Conference in Dental 
Medicine will hold its eighth annual 
meeting at Sun Valley, Idaho, April 8-13. 
Headliners will be Julius H. Comroe, 
professor of physiology and pharmacology 


KIRKLAND AWARDED HONORARY 
DOCTOR OF SCIENCE DEGREE 


Olin D. Kirkland of Montgomery, Ala., 
trustee from the Eighth District from 
1938 to 1941 and for many years active in 
Association affairs, was awarded an hon- 
orary Doctor of Science degree by the 
University of Alabama on February 3. 
In conferring the degree, John M. Gal- 
lalee, president of the University, spoke of 
Dr. Kirkland as “a pioneer in periodon- 
tology and one of its eminent authori- 
ties.” A member of the Advisory Board of 
the Emory University School of Dentis- 
try from which he graduated in 1902, 
Dr. Kirkland also “championed the estab- 
lishment of a dental school as an integral 


Dental Education 


at the Graduate School of Medicine of 
the University of Pennsylvania, and 
Floyd R. Skelton of the Institute of Ex- 
perimental Medicine and Surgery of the 
University of Montreal. 

Further information may be obtained 
by writing to the secretary, Dale G. 
Houlette, Stimson Building, Seattle. 


part of the University of Alabama,” and 
by his accomplishments, which include 
research and teaching and many publica- 
tions, he has “contributed significantly to 
the progress of (the dental) profession 
and to the relief of mankind,” the cita- 
tion stated. 


WALLACE APPOINTED TO 
ILLINOIS DENTAL FACULTY 


Donald A. Wallace, former secretary of 
the Council on Dental Therapeutics and 
director of the Bureau of Chemistry of 
the Association, has recently accepted a 
full-time appointment as associate pro- 
fessor of materia medica and thera- 
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peutics in the College of Dentistry, Uni- 
versity of Illinois, where he will devote 
the major portion of his time to dental 
research. He will also serve as consultant 
to the University of Illinois Foundation. 

Dr. Wallace was associated with the 
American Dental Association from 1938 
to 1949. 


CADY APPOINTED ON DENTAL 
FACULTY AT NORTH CAROLINA 


Frank C. Cady of New York, retired U.S. 
Public Health Service dental director, 
has been appointed professor of public 
health and dental science in the new 
School of Dentistry of the University of 
North Carolina at Chapel Hill, N.C., 
where he will teach dental history and 
dental public health. 


HINE NAMED CONSULTANT TO 
STATE UNIVERSITY OF N.Y. 


Maynard K. Hine, dean of the Indiana 
University School of Dentistry, has been 
appointed consultant to the president and 
the executive dean for medical education 
at State University of New York, Al- 
bany, in planning the University’s dental 
education program. According to Carlyle 
Jacobsen, executive dean for medical 
education who announced the appoint- 
ment, Dr. Hine will serve on a part-time 
basis during the present academic year, 
consulting with New York State den- 
tists, dental educators and the public 
“concerning the contributions which the 
University can and should make to im- 
prove and enlarge facilities for dental 
education in New York State.” 


INDIANA OFFERS FIVE COURSES 
IN OPERATIVE TECHNICS 


Five courses in advanced operative tech- 
nics will be given by Indiana University 
School of Dentistry February 12-16, 
March 5-9, April 9-13, May 7-11, and 
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June 4-8. The courses will include dis- 
cussions of the newer acrylic filling mate- 
rials as well as study of the airbrasive 
technic and laboratory practice to help 
in its evaluation. Fee for each course is 
$75. 

Further information may be obtained 
by writing to Drexell A. Boyd, head of 
the operative department, or to Maynard 
K. Hine, dean, Indiana University 
School of Dentistry, 1121 West Michi- 
gan Street, Indianapolis 2, Ind. 


MINNESOTA MEDICAL SCIENCES 
BUILDING RENAMED OWRE HALL 


The University of Minnesota School of 
Dentistry at Minneapolis, at a ceremony 
February 17 in connection with its cen- 
tennial celebration, renamed its medical 
science building “Owre Hall” in honor of 
the late Alfred Owre, dean of the school 
from 1905 to 1927 and nominated last 
year as Minnesota’s dentist of the half 
century. A commemorative plaque hon- 
oring Dr. Owre was presented to the 
University by the Minnesota State Den- 
tal Association. 

John W. Knutson, chief, division of 
dental public health, U. S. Public Health 
Service, received an award as “out- 
standing alumnus” from the University. 


ASSOCIATION OF DENTAL 
SCHOOLS TO MEET MARCH 19-21 


The American Association of Dental 
Schools will hold its annual meeting at 
French Lick Springs Hotel, French Lick, 
Ind., March 19-21, under the presidency 
of Charles W. Freeman, dean of North- 
western University Dental School. Mem- 
bers of the American Dental Association 
are invited to attend. 

The general session on Monday will be 
devoted to reports by officers and com- 
mittees. It will include a program on the 
teaching of periodontics prepared by a 
committee headed by Lloyd E. Blauch, 


| 
— 
¥ 
| 
ty 
‘ 
| 
| 
j 
a 
| 


associate chief for education in health 
professions in the U. S. Office of Educa- 
tion, Washington, D.C., as well as a final 
report of the recommendations of the 
subcommittee on teaching orthodontics 
to undergraduate dental students. 

Conference sessions will be held Tues- 
day and Wednesday on a variety of edu- 
cational topics. 

Further information may be obtained 
from the secretary, Marion W. McCrea, 
Baltimore College of Dental Surgery, 
Dental School, University of Maryland, 
Baltimore 1, Md. 


POSTGRADUATE BASIC SCIENCE 
COURSE OFFERED AT ILLINOIS 


A two year full-time postgraduate course 
in the basic sciences is offered by the de- 
partment of oral and maxillofacial sur- 
gery of the University of Illinois College 
of Dentistry. The course will include lim- 
ited clinical experience and will carry 
credit toward a Master of Science degree. 
Applications are now being accepted for 
entrance in September. 

Inquiries should be addressed to the 
Department of Oral and Maxillofacial 
Surgery, College of Dentistry, University 
of Illinois, 808 S. Wood Street, Chicago 
12. 


OHIO STATE ANNOUNCES 
SPRING POSTGRADUATE COURSES 


Ohio State University College of Den- 
tistry announces the following schedule of 
postgraduate courses: April 2-6, general 
anesthesia; April 9-13, x-ray; April 16-20, 
full denture prosthesis; April 23-27, clin- 
ical oral pathology; April 30-May 4, pe- 
riodontia; May 7-11, oral surgery; May 
21-25, crown and bridge; May 28-June 1, 
partial denture prosthesis; June 11-15, 
anatomy of head and neck; and every 
week through May except for the week 
of May 14, airbrasive technic. 

Fee for each course is $50, except for 
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oral surgery and airbrasive technic fee 
for each of which is $100. 

Further information and application 
form may be secured from the postgradu- 
ate division, College of Dentistry, Ohio 
State University, Columbus 10, Ohio. 


NORTHWESTERN UNIVERSITY 
OFFERS DENTAL FELLOWSHIPS 


Northwestern University Dental School 
offers teaching fellowships in periodon- 
tics, operative dentistry and oral surgery, 
and a fellowship in pedodontics which 
may be either a teaching fellowship or a 
residency at Children’s Memorial Hos- 
pital. The fellowships offer opportunity 
for study and teaching experience, and 
for earning a Master of Science degree in 
two years. 

Stipend is $150 a month for teaching 
fellows, with free tuition furnished in the 
Graduate School. Residents at Children’s 
Memorial Hospital receive a stipend of 
$60 a month as well as board and room. 

Further information may be obtained 
from the dean, Charles W. Freeman, 
Northwestern University Dental School, 
311 East Chicago Avenue, Chicago 11. 


International 


CHILEAN DENTISTS PLAN 
INTERNATIONAL CONGRESS 


Chilean dentists are planning an Inter- 
national Dental Congress to be held in 
Santiago in October. Information may be 
obtained by writing to Guillermo And- 
wanter, Calle Compania 1068, Santiago. 


CANADIAN DENTAL ASSOCIATION 
OPENS NEW HEADQUARTERS 


New headquarters of the Canadian Den- 
tal Association, 234 St. George Street, 
Toronto, were officially opened February 
11 at ceremonies attended by the Ca- 
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nadian Minister of Health and repre- 
sentatives of health and other profes- 
sional organizations. Harold W. Oppice, 
president, represented the American 
Dental Association. 


POLAND TO HAVE 5000 MORE 
DENTISTS IN FIVE YEARS 


Poland will have 5,000 more dentists as 
part of the “expanding program of public 
health care during the next five years,” 
according to a news letter issued by the 
Polish Research and Information Service, 
a New York agent of the Polish Govern- 
ment. The report stated that before the 
war Poland had 3,700 dentists for a 
population 44 per cent higher than the 
present one, but did not state the present 
distribution of dentists or by what means 
the new dentists are to be recruited and 
trained. Three thousand additional 
pharmacists also will be graduated, the 
report stated, with “home production of 
pharmaceutical industry rising 800 per 
cent to keep pace with needs of country 
in which medicine . . . is free.” 


NEW BRITISH FESTIVAL HALL 
TO HOUSE 1952 CONGRESS 


The eleventh International Dental Con- 
gress, to be held in London, July 19-26 
under the sponsorship of the Fédération 
Dentaire Internationale, will be housed 
in the newly erected Royal Festival Hall 
on the south bank of the Thames, it has 
been announced. The hall was con- 
structed for the Festival of Britain this 
year and contains many unique facilities 
which make it ideal for the Congress, it 
is reported. 

A special oral hygiene exhibition for 
the public is being arranged and the Ex- 
hibition Committee invites the views or 
contributions of anyone specializing in 
this branch of preventive dentistry. Mem- 
bers of the profession who would like to 
give table demonstrations, or to present 
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scientific exhibits or films, are invited to 
apply. 

Any dentist with a license to practice 
is eligible for active membership in the 
Congress, as also is any member of the 
medical or other scientific profession. 
Dental and medical undergraduates, 
dental hygienists and technicians as well 
as trade exhibitors and relatives of active 
members are eligible for associate mem- 
bership. 

Details may be obtained by writing to 
the secretary general of the Congress, H. 
Parker Buchanan, XIth International 
Dental Congress, Organising Committee, 
13 Hill Street, Berkeley Square, London, 
W.1. 


G. W. FIELD, OLDEST AMERICAN 
DENTIST IN ENGLAND, DIES 


The death occurred January 2, in Lon- 
don, of George William Field, oldest 
American dentist practicing in England. 

Dr. Field was born in 1872 in Geneva, 
where his father, founding member of 
the American Dental Society of Europe, 
practiced dentistry. After receiving his 
early education in England, he was grad- 
uated in dentistry from Harvard in 1893. 
He also obtained his L.D.S. in Dublin 
and then practiced in London continu- 
ously for 57 years except for an interval 
of two years when he practiced in Boston. 

He was a founding member of the 
American Dental Society of London, and 
a member of the American Dental So- 
ciety of Europe and the British Dental 
Association. His son, the third George 
William Field, is also a dentist. 


LEADING AUSTRALIAN DENTIST 
ACCEPTS N.Z. PROFESSORSHIP 


Robert Harris, secretary of the Australian 
Dental Association, New South Wales 
Branch, and editor of the Dental Journal 
of Australia, has resigned to accept the 
chair of conservative dentistry at the 
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University of Otago, Dunedin, N.Z., ac- 
cording to E. R. Magnus, president of 
the Australian Dental Association. 


GERMAN DENTAL CONGRESS 
INVITES FOREIGN EXHIBITORS 


American dental manufacturers have 
been invited to exhibit at the eleventh 
International Dental Show to be held in 
connection with the eleventh German 
Dental Congress in Hamburg August 22- 
26. Manufacturers desiring information 
should write to the Verband der Deut- 
schen Dental-Industrie e.V., Frankfurt 
a.M., Borse, Zimmer 17”, Germany. 


Public Health 


FEDERAL AID TO LOCAL PUBLIC 
HEALTH UNITS IS PROPOSED 


A bill (S 445) to provide Federal funds 
for grants-in-aids to states to aid in im- 
provement and expansion of state and 
local public health units has been intro- 
duced by Sen. Lister Hill (D., Ala.). 

Provisions of the bill exclude the use 
of such funds for “medical, dental or 
nursing care except in the diagnosis or 
prevention of disease or the control of 
communicable disease.” 

The bill is similar to HR 274, intro- 
duced by'Rep. J. P. Priest (D., Tenn.), 
except that it is not aimed particularly 
at aiding crowded defense areas. 


HEALTH GROUPS TO CONFER ON 
CHRONIC DISEASE PREVENTION 


The preventive aspects of chronic disease 
will be discussed by representatives of 
more than 20 national health organiza- 
tions at a National Conference on Chronic 
Disease sponsored by the Commission on 
Chronic Illness, to be held in Chicago 
March 12-14. 
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will represent the Association. 


Allen O. secretary of the 
Council on Dental Health, and W. Philip 
Phair, assistant secretary of the Council, 


THREE STATES MAY REGISTER 
DENTAL LABORATORIES 


Bills requiring registration of dental labo- 
ratories and dental technicians have been 
introduced into Massachusetts, Connect- 
icut and Oregon State legislatures and it 
is understood that similar legislation is 
to be introduced in New Jersey. 

The Association reaffirmed its opposi- 
tion to registration or licensure of dental 
laboratories and dental laboratory techni- 
cians at the annual meeting last Novem- 
ber. 


MANY IN ATLANTA SURVEY 
NEED IMMEDIATE DENTAL CARE 


Twenty-one per cent of 213,019 persons 
given dental examinations in a health 
testing project in Greater Atlanta, Ga., 
were advised to visit their dentist im- 
mediately for treatment, and another 49 
per cent were referred for more exten- 
sive examinations, according to a pre- 
liminary report by the Georgia Depart- 
ment of Public Health. A total of 1,300 
persons were requested to report to the 
cancer diagnostic center for further ex- 
aminations; 708 did so and 442 had pos- 
sible precancerous lesions in the mouth. 
Among 258 persons referred for further 
diagnostic study by private physicians 
and dentists, only nine definite diagnoses 
of cancer were made, but only a few 
biopsy reports were received, the report 
stated. 

The program of multiphase health 
tests, which included tests for syphilis, 
diabetes, anemia, tuberculosis, heart and 
other chest abnormalities, height and 
weight examinations as well as examina- 
tion of the mouth, teeth and gums, was 
conducted cooperatively by the Federal, 
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state and county health departments, 
and was endorsed by the Northern Dis- 
trict Dental Society. 


Legislation 


ARMY DENTAL BILL IS 
BEFORE HOUSE AND SENATE 


An Army Dental Bill was introduced into 
the Senate (S 781) February 5 by Sen. 
Lester C. Hunt (D., Wyo.), after having 
been introduced into the House by Rep. 
Walter E. Brehm (R., Ohio) (HR 164) 
and Rep. L. Mendel Rivers (D., S.C.) 
(HR 344). The bill provides for im- 
proved dental care for Army personnel 
by giving the dental chief more control 
over dental affairs. 


MORE BILLS SEEK FEDERAL 
AID TO DENTAL EDUCATION 


Legislation affecting dental education 
and now being considered in Washing- 
ton includes a bill (S 337) introduced by 
Sen. James E. Murray (D., Mont.) and 
reported to the Senate in mid-February, 
which, with later amendments, provides 
for an emergency five-year program of 
aid to health education including den- 
tistry and dental hygiene. 

The bill would authorize an appropria- 
tion of $51,000,000 yearly, $10,000,000 of 
which would go for construction and 
equipment of new schools and for im- 
provement and expansion of present fa- 
cilities, and $41,000,000 would go to 
schools to help with cost of instruction 
and for scholarships. Dental schools 
wotld receive $400 per student enrolled 


and $800 for each student in excess of . 


the school’s average enrollment. 

The bill provides also for establish- 
ment of a “National Council on Educa- 
tion for Health Professions” which would 
advise the Surgeon General of the U.S. 
Public Health Service on the eligibility 
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of schools to receive Federal assistance. 
The council would be composed of the 
Surgeon General and the ten Presidental 
appointees three of whom would be 
health educators. 

The Association, which is on record as 
approving Federal aid to education pro- 
vided certain safeguards are included in 
the legislation, has asked to testify if 
hearings are held. 

A similar bill, HR 1781, was intro- 
duced in the House by Rep. A. G. Klein 
(D., N.Y.). 

Another bill, HR 2152, was introduced 
in the House by Rep. M. G. Burnside (D.., 
W.Va.) and would provide a five-year 
$300,000,000 program for expansion of 
schools of health education. While one 
half of this sum would be used for out- 
right grants to construct and equip new 
medical schools, no such provision is 
made for dental schools. The remainder 
would be used for enlargement and im- 
provement of existing schools in the 
health professions, including medicine 
and dentistry. 


General 


MIAMI SHERIFF ASKS HELP 
IN IDENTIFYING SKELETON 


The’ Sheriff's office in Miami, Fla., is 
asking the assistance of dentists in identi- 
fying a skeleton found December 22, 
1950, on Key Largo. Time of death was 
estimated to be less than a year earlier. 

The skeleton is apparently that of a 
blond white man, 30 to 35 years of age 
and approximately 5 feet, 8 inches in 
height. The bony framework is massive 
and there is no evidence of fracture or 
bone injury. 

The dental report is as follows: 


Maxilla. Missing teeth are: maxillary right 
third molar, first molar, central incisor; max- 
illary left first molar, lateral and central in- 
cisors. Maxillary right central, left central and 


| 
ad 
i af 
e 
y 
i 


left lateral incisors recently removed; prob- 
ably fell out of the skull. 

Maxillary left second molar has an occlusal 

gold foil filling, maxillary right first molar has 
been replaced by a bridge, with a cast gold % 
crown abutment on the maxillary second bi- 
cuspid, and a cast gold full crown on the 
maxillary right second molar. The bicuspid is 
a full porcelain pontic with gold occlusal sur- 
face. The maxillary first bicuspid has a disto- 
occlusal gold inlay. 
Mandible. Missing teeth are: mandibular 
right first molar and cuspid; mandibular left 
first molar, first bicuspid, cuspid and central 
incisor. Mandibular right cuspid and left bi- 
cuspid, cuspid and central incisor recently re- 
moved ; probably fell out of the skull. 

Mandibular right third molar has mesio- 
occlusal cast gold inlay. Mandibular right first 
molar has been replaced by a bridge, with a 
cast silver or white gold full crown abutment 
on the right second molar, and a distoocclusal 
cast gold inlay on the right second bicuspid. 
A pontic replaces the bicuspid, with cast gold 
backing and porcelain facing. The left man- 
dibular third molar has a buccal gold inlay. 

A bridge replaces the mandibular left first 
molar. The mandibular left second molar has 
a cast gold % crown, and the mandibular left 
second bicuspid has a distoocclusal gold inlay. 
A first molar pontic has cast gold backing with 
porcelain facing missing. 


Any dentist able to help with identifi- 
cation of this person is asked to commu- 
nicate with Thomas J. Kelly, sheriff, 
Miami, Fla. 


TWO NATIONAL LABORATORY 
GROUPS MAKE PLANS TO MERGE 


Representatives of the American Dental 
Laboratories Association and the Dental 
Laboratories Institute of America, meet- 
ing with the Council on Dental Trade 
and Laboratory Relations of the Associa- 
tion February 5 in Ghicago, reported that 
they expected to complete plans for uni- 
fication of their activities under a single 
charter by October 1. The new organiza- 
tion will be known as the National Den- 
tal Laboratory Association. 

A survey of the situation with regard to 
shortages of dental materials is in prog- 
ress, it was reported, and it was believed 
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that when the survey is completed the 
temporary shortage will be corrected. Al- 
though the price of dental mercury has 
increased, there is. apparently no danger 
of a critical shortage and it is believed 
that the cost will go down when mercury, 
now being imported from Spain, is ob- 
tained from other available sources. 


INTERNATIONAL ANESTHESIA 
GROUP WILL MEET IN MAY 


The International Academy of Anes- 
thesiology will hold its next meeting May 
16 in New York at the Hotel Statler. 

After an informal dinner at 6:30 p.m., 
J. H. Maloney of Boston will present a 
paper on premedication for general anes- 
thesia in the ambulatory patient, and 
Arthur B. Levitt of Troy, N.Y., will dis- 
cuss the use of Neurolene with nitrous 
oxide. 

Dr. Maloney is in the oral surgery de- 
partment at Boston City Hospital and 
Quincy City Hospital, and is instructor 
in dental anesthesia at Boston City Hos- 
pital and instructor in exodontia at Tufts 
College Dental School. Dr. Levitt is as- 
sistant visiting oral surgeon at Leonard 
Hospital, Troy, N.Y. 

Members and guests are invited to 
participate in discussion following the 
papers. 

Information may be obtained by writ- 
ing to the executive secretary, Irwin G. 
Tomack, 355 East 149th Street, New 
York 55. 


OTS OFFERS SECURITY ADVICE 
TO EDITORS AND AUTHORS 


Editors and authors of scientific publica- 
tions are invited by the Secretary of Com- 
merce, Charles Sawyer, to request advice 
from the Office of Technical Services 
concerning the release of technical in- 
formation when questions of security 
arise. 

The service is intended as a program 
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of “voluntary protection” of the Nation’s 
security interests, it is announced, and is 
not primarily concerned with information 
classified as restricted, confidential, se- 
cret, or top secret, but with unclassified 
information of a technological nature. 

Requests for advice should be sent to 
the Office of Technical Services, U. S. 
Department of Commerce, Washington 
25, D.C. 


MARYLAND ALUMNI MEET 
IN JERSEY MARCH 28 


The New Jersey Alumni Association of 
the Baltimore College of Dental Surgery, 
Dental School University of Maryland, 
will hold its annual meeting, banquet and 
clinics at the Robert Treat Hotel, New- 
ark, N.J., March 28. The program, of 
which Philip Schwartz, 617 Central Ave., 
East Orange, is chairman, will consist of 
table clinics and a special address by a 
faculty member. 


PUBLIC URGED TO SAVE WASTE 
PAPER FOR DEFENSE NEEDS 


In view of the critical shortage of waste 
paper for the manufacture of cartons, 
boxes and other products essential for the 
defense program, the public is urged to 
dispose of it through waste paper dealers 
or to cooperate with local agencies which 
are assisting in its collection. 


$100 FOR MEDICAL SCHOOLS 
ASKED FROM EACH PHYSICIAN 


The American Medical Association has 
suggested that each physician contribute 
$100 annually to its newly established 
American Medical Education Founda- 
tion, “to provide unrestricted funds for 
use of medical schools in the basic train- 
ing of future physicians.” Many contri- 
butions already received exceed this 
amount, it is reported. 
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Nucleus of the fund is $500,000 appro- 
priated by the A.M.A. in December 1950 
for the use of the medical schools during 
1951. The sum came from the organiza- 
tion’s national education campaign fund 
raised “to defend medical freedom. . . .” 
The California State Medical Associa- 
tion has also made a contribution of 
$100,000. 

The Foundation has been chartered 
as a not-for-profit corporation under the 
laws of the State of Illinois, and will dis- 
tribute funds to all approved medical 
schools in the United States. 


HANZLIK, FORMER COUNCIL 
MEMBER, DIES IN CALIFORNIA 


Paul H. Hanzlik, San Mateo (Calif.) 
physician who for 18 years served the 
Association as a member and vice-chair- 
man of the Council on Dental Therapeu- 
tics, died February 1 at the age of 66. 
Dr. Hanzlik served on the Council 
from its inception in 1930 until 1948 
when it was reorganized to include only 
dental members. At the time of his 
death he was professor emeritus of 
pharmacology at Stanford University 
School of Medicine, San Francisco. 


INDUSTRIAL DENTISTS TO MEET 
IN ATLANTIC CITY IN APRIL 


The American Association of Industrial 
Dentists, a component member of the In- 
dustrial Health Conference, will hold its 
annual meeting April 24-26 in Atlantic 
City. The secretary, F. J. Walters, states 
that the theme of the program will be 
“the various expressions of dental care 
programs as they relate to an industrial 


program. 

Details may be obtained by writing to 
Dr. Walters at Room 4068, Federal Se- 
curity Building South, Washington 25, 
D.C. 
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International Correspondence 


It will be recalled that the National 
Health Service depends to a great extent 
upon local administration for its suc- 
cessful and smooth operation. The main 
instrument of this administration is the 
Local Executive Council. In addition, a 
number of other committees deal with 
specific matters arising out of the Health 
Service. Among them are two of particu- 
lar dental interest—the Dental Service 
Committee and the Local Dental Com- 
mittee. The former has a mixed repre- 
sentation of lay and professional mem- 
bers and the latter has an entirely 
professional membership. 


DENTAL SERVICE COMMITTEE 


The Dental Service Committee has an 
important function to fulfil as it is con- 
cerned with the investigation of com- 
plaints. The type of case that it has to 
deal with is quite frequently that in 
which the patient alleges that the treat- 
ment is unsatisfactory as he is unable 
to wear the dentures provided and the 
dentist refuses to do anything more for 
him. The much more serious type of 
case is where a breach of the regulations 
has been made by the practitioner. The 
Committee can pass judgment after its 
enquiry, and as a result of its findings 
and judgment fines or other penalties 
can be imposed. In the most serious type 
of case it can recommend that a tribunal 
be established to consider the case. 
The existence of such a committee is 
of course essential to protect the public 
purse. Formerly, if a patient was dissatis- 
fied with the treatment he could refuse 
to pay or pay under protest and never 
consult the practitioner again. Nowa- 
days there are no bad debts under the 
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Health Service as it is a three party 
business. The dentist gives the treatment 
to the patient and then the State pays. 
Thus the State must be assured that the 
treatment is satisfactory and up to stand- 
ard and one of the ways it has of making 
sure of this is by the Dental Service 
Committees. 


LOCAL DENTAL COMMITTEE 


The dental practitioners in each area 
have a Local Dental Committee which 
watches the professional interest in the 
area concerned. The members are 
elected by the votes of the local prac- 
ticing dentists. There are 170 Local 
Dental Committees in the country. 


PROPOSED GENERAL DENTAL 
SERVICES COMMITTEE 


The changeover from the National 
Health Insurance Scheme to the Na- 
tional Health Service brought fewer 
differences in the medical sphere than 
in the dental, and the British Medical 
Association kept on the General Medical 
Services Committee which had been in 
being since 1917 when the N.HLI. 
scheme was introduced. This committee 
handles all the Health Service problems 
as a committee of the Representative 
Board of the B.M.A. Since the Health 
Service came into force there have been 
dental observers at the meeting of this 
committee. 

As a result of this experience the Rep- 
resentative Board of the B.D.A. agreed 
to a similar committee being established 
to deal with the dental matters of the 
general practitioner service. It is obvious 
that with local committees in 170 areas 
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of the country watching over the gen- 
eral practitioners’ interests, these bodies 
should have a large say in the opinions 
expressed at the central committee. 


POSSIBILITY OF SPLIT IN PROFESSION 


The B.D.A. called a meeting in June last 
year in London to which the Local 
Dental Committees were invited. Since 
that meeting it has become known that 
there is a danger of a split developing 
in the unity of the profession. Such a 
possibility strikes a note of alarm as all 
are agreed that the recently achieved 
unity is a tremendous success and is 
getting into gear rapidly; and there is 
apparent everywhere a spirit of good 
will, That there are suggestions of a 
possible split or indications of a potential 
weakness is therefore not welcome news. 

In the various discussions locally and 
nationally, it is apparent that in some 
quarters there is a feeling that this pro- 
posed central committee, or the General 
Dental Services Committee as it is to 
be called, should be outside the B.D.A. 
altogether and should be representative 
of the Local Dental Committees only. 
Others are willing to see the B.D.A. rep- 
resented on a basis of equality but not 
majority and that the secretary should 
be a full-time employee of the new com- 
mittee and should not be one of the 
Association’s employees. The B.D.A., 
who set the scheme in motion, believe 
that the committee should be under the 
Representative Board of the Association 
and that accordingly the standard ex- 
officio members of all committees of the 
Board must have a place and that the 
Association must have a majority repre- 
sentation. 
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COMPOSITION OF COMMITTEE 


It is on the question of composition of 
the committee that the difficulty really 
hinges. There is of course some logic in 
the argument that the Local Dental 
Committees are handling the local prob- 
lems and are in a better position to un- 
derstand what is wanted by the rank 
and file of the practitioners in the scheme 
than are many of the councillors of the 
Association who are not in the scheme. 
Those who think along these lines for- 
get that what happens in general dental 
practice has an influence on all other 
branches of the profession and it is im- 
portant that decisions and recommenda- 
tions be widely discussed by all branches 
of the profession such as can be had at 
the Representative Board, lest a decision 
beneficial to one section but harmful to 
another be taken. The discussions are 
continuing. 


TWO ANNIVERSARIES 


In May of this year Dr. Lilian Lindsay 
will celebrate her eightieth birthday and 
to celebrate the occasion she is to have 
her portrait presented to her. An appeal 
has been launched and the required sum 
has almost been reached at the time of 
writing. 

Sir Frank Colyer, who is in his eighty- 
fifth year and is in remarkably good 
health, completes his fiftieth year as Cu- 
rator of the Odontological Museum at 
the Royal College of Surgeons of Eng- 
land. This wonderful collection owes so 
much to Sir Frank’s enthusiasm and in 
the minds of us all here his name has 
become inseparably attached to it. 

John Boyes 
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Reports of Councils 


BUREAU OF LIBRARY AND INDEXING SERVICE 


As pointed out on an earlier occasion,’ it 
has been thought desirable to look for 
the necessary background of the Associa- 
tion’s nomenclature project in the events 
of the past. The pure sciences, chemistry 
and biology, have made great efforts, 
with much success, to develop a system- 
atic nomenclature. The applied sciences 
also, especially the healing arts, have 
endeavored to improve their terminology. 
A glance into the history of organized 
dentistry’s experience with the problems 
of language will yield some valuable 
hints as to the causes of success and 
failure in developing a satisfactory pro- 
fessional terminology. 


ATTEMPTS OF ORGANIZED DENTISTRY 


For almost one hundred years dental 
organizations in the United States have 
been concerned over the nomenclature 
of the profession and have made sporadic 
attempts to improve it. At the meeting 
of the American Convention in Boston 
in 1857, Dr. Spaulding of St. Louis 
moved the appointment of a committee 
to “take into consideration the subject 
of Dental Nomenclature, and report at 
the next meeting.” In the face of oppo- 
sition, the motion was withdrawn.? The 
step was regarded as unnecessary, since 
the second edition of Harris’s Dental 
Dictionary had recently appeared (1855), 
and was thought to supply all that was 
necessary. 

Although for the next 20 years organ- 
ized dentistry took no official action as 
regards dental terminology, a few un- 


Past efforts to improve dental nomenclature 


important papers on that subject were 
published in the dental journals. 

In the American Dental Association, 
the earliest step was in 1877. At that 
time a motion by Jonathan Taft asking 
for a committee of three on the subject 
of “Nomenclature and Terminology used 
by the profession” to report the following 
year was carried, and Jonathan Taft, W. 
H. Atkinson, and Homer Judd were ap- 
pointed.® 

The reports of the committee during 
the next 9 years, made by W. H. Atkinson, 
did nothing to advance the study of den- 
tal nomenclature. Atkinson, who himself 
had a penchant for flamboyant and ob- 
scure verbiage, became interested in “uni- 
versiology” and the synthetic language Al- 
wato devised by Professor Stephen Pearl 
Andrews. Dr. Atkinson presented these 
theorizings to the Association. The mem- 
bership apparently became restless under 
this futile procedure, and in 1882 ex- 
pressed the “opinion that the paper under 
consideration is foreign to the purpose of 
the Section under which it was read, and 
that if the Association desire further com- 
munications upon general philology, a 
Section of that title should be created.” 
Atkinson’s reports of this character con- 
tinued, however, until 1887.‘ 


1. Bureau of Library and Indexing Service. A stud 
of terms; the concept “bifurcation.” J.A.D.A. 41: 
(Aug.) 1950. 

2. Am. J. D. Sc. Ser. 2, 7:511, 1857. 

3. Am. D. A. Tr. 1877, p. 23. 

4. Am. D. A. Tr. 1878, p. 45; 1879, p. 


90; 1880, p. 133; 
1881, p. 16, 46; 1882, p. 20, 122; 1883, p. 99; 1885, p. 63: 
887° p. 72: 1890, p. 62. 
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The first serious attempt in the Asso- 
ciation to contribute anything to the 
problem of dental nomenclature was a 
paper by W. O. Kulp in 1885, in which 
he devised a systematic method of desig- 
nating the anatomic parts of the teeth for 
operative purposes.*® This system was not 
greatly different from the method later 
introduced and still employed. 

Attempts at the 1885 meeting to treat 
the subject of nomenclature on an in- 
ternational basis by calling an interna- 
tional congress fell through.* Interest in 
this phase of the subject continued, how- 
ever, until in 1893 the Columbian Dental 
Congress (the third international) con- 
vened. At that time G. V. Black pre- 
sented the most important and most ex- 
tensive study of dental nomenclature yet 
undertaken in the United States.” 

Dr. Black’s report contained an _his- 
torical study of the terminology employed 
by dentists in the designation of the con- 
cepts of dental anatomy and cavity prep- 
aration. It laid down some general prin- 
ciples for devising a standard terminology 
in these fields. For cavities, it made defi- 
nite recommendations of the terms to be 
used and the principles of combining 
them. The Congress took no official 
action on the proposals. Nevertheless, 
these recommendations, almost entirely, 
have come into standard use in English- 
speaking countries, and with slight modi- 
fication, in other countries as well. The 
report of Dr. Black before the Columbian 
Dental Congress not only made a valu- 
able contribution to the nomenclature of 
dental anatomy, but undoubtedly gave 
impetus to the study of nomenclature in 
other fields of dentistry. 

In 1894, a standing committee of 9 on 
nomenclature was appointed to report 
annually.* Considerable activity was stim- 
ulated. For a few years, under the leader- 
ship of S. H. Guilford, interest in the 
subject was maintained. In 1895 and 
1896, the Committee submitted lengthy 
vocabularies in which several diction- 
aries were compared with regard to their 
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verdicts on every term and in which the 
preference of the Committee was indi- 
cated.® Besides the reports of Guilford, 
several important papers on special prob- 
lems of nomenclature were presented to 
the Association. However, after 1905, the 
Committee made no further reports be- 
fore the Association, and nothing official 
was done in the National Association 
until 1921. 

The principal reason for the lack of 
further activity within the National Den- 
tal Association was undoubtedly the 
adoption of the nomenclature problem 
by several of the dental educational or- 
ganizations and the hope that it would 
be undertaken also by Fédération Den- 
taire Internationale. 

At the fourth International Dental 
Congress in 1904, A. H. Thompson re- 
ported for the Committee on Nomen- 
clature, and suggestions by several Amer- 
ican and foreign dentists were appended 
to his report. Charles Godon of France 
spoke on international dental nomen- 
clature; and at the close, the Congress 
adopted a resolution directing Fédération 
Dentaire Internationale to appoint a com- 
mittee to report at the fifth International 
Dental Congress on “a list of professional 
terms which shall be interchangeable and 
translated into English, German, French, 
and Spanish.”*® When the fifth Inter- 
national Dental Congress convened in 
Berlin in 1909, however, the subject of 
dental nomenclature was entirely ig- 
nored."* 

In 1905 the Institute of Dental Peda- 
gogics took over the problem of dental 
nomenclature, apparently with the bless- 
ing of the National Dental Association.** 


5. Am. D. A. Tr. 1885, p. 68. 
6 Am. D. A. Tr. 1887, p. 70; 1888, p. 234. 
7. Tr. World's Columbian D. Congr. 1893, vol. 2, 
p. 835. 
8. Am. D. A. Tr. 1893-94, p. 23. 
9. Am. D. A. Tr. 1895, p. 95; 1896, p. 126; 1905, p. 88. 
10. Tr. Fourth Internat. D. Congr. 1904, vol. 3, p. 249. 
\t. Tr. Fifth Internat. D. Congr. 1909. 
12. Am. D. A. Tr. 1906, p. 176. Inst. D. Pedagogics Tr. 
1906, p. 7. 
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From 1906, the Institute of Dental Peda- 
gogics, and afterwards its successor, the 
American Institute of Dental Teachers 
(1914), received annual reports from 
their committees.** The plan adopted was 
to study the nomenclature of one branch 
of dentistry at a time. 

In 1909 the Institute issued an alpha- 
betical glossary,’* which was revised and 
reissued in 1914.'* The publication of the 
glossary met with little of the response 
hoped for by the Committee. Neither the 
profession nor the journals took notice 
of it. Copies had been sent to all dental 
schools, but replies were received from 
only 8 institutions.** 

In 1919 S. H. Guilford died, depriv- 
ing the Institute of a leader who had 
been the chief inspiration for nomencla- 
ture studies both in the National Dental 


Association and the educational organ- ° 


izations. 

With the organization of the American 
Association of Dental Schools in 1923 to 
take the place of all existing dental edu- 
cational organizations, the new associa- 
tion adopted the suggestion from the 
retiring American Institute of Dental 
Teachers “that a Committee on Nomen- 
clature be appointed to confer with other 
similar committees.”*’ The plan under- 
taken by the Committee was to establish 
a commission whose duty it was to fur- 
nish lists of suggested terms to the de- 
partment faculties of the various dental 
schools of the country. The faculties were 
to indicate their preferences and return 
the lists, with suggestions and additional 
terms. After review of these preferential 
lists by the Commission, the lists were to 
be returned to the schools for final rati- 
fication, and then the terms were to be 
published (apparently in medical dic- 
tionaries) with an indication of their 
authority similar to the BNA used to 
indicate the terms adopted by the Basle 
and Jena anatomical congresses.** In 
1927, the Committee reported progress, 
having collected some preliminary ma- 
terial, and promised to produce the de- 
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sired lists in due time.’® However, in 
1931, the Commission recommended to 
the Association that “the cooperative and 
financial support of the work being in- 
adequate, it is the opinion of the chair- 
man that the Commission on Nomen- 
clature should not be reappointed.””° 

In 1943, another attempt was made.”* 
But in 1946, when the Committee signal- 
ized the extent and importance of the 
project and recommended that the Asso- 
ciation either employ a competent 
scholar, with salary, to assist, or drop the 
project altogether, then the Association 
discharged the Committee and aban- 
doned the enterprise.” 

In 1920, J. V. Conzett, while president 
of the National Dental Association, rec- 
ommended the appointment of a com- 
mittee by the Association.** In the fol- 
lowing year, at the suggestion of the 
Dental Editors’ Club, a committee was 
appointed, and under the chairmanship 
of L. Pierce Anthony continued for many 
years.** 

This committee, for the next 8 years, 
was very active in the compilation and 
criticism of dental terms. Lists of rec- 
ommended terms were issued by the 
Committee in 1922,7> 1923, 19247" and 
1925.** In 1930, the Committee had pre- 


13. Inst. D. Pedagogics Tr. 1906, p. 92; 1907, p. 11, 15!, 
165; 1908, p. 55; 1910-11, p. 75; 1912, p. 66; 1913, p. I5i- 
Inst. D. Teachers Tr. 1914, p. 139; 1915, p. 76; 1917, p. 37: 
1918, p. 152, 643; 1919, p. 133. 

14. Glossary of dental terms. Compiled from the 
several reports of the Commission on Nomenclature of 
the Institute of Dental Pedagogics. [1909.] 

15. Glossary of dental terms. Compiled by the Com- 
mission on Nomenclature of the Institute of Denta! 
Pedagogics. [19!4.] 


16. Inst. D. Pedagogics Tr. 1909, p. 185; 1910, p. 75; 
1913, p. I5i; 1914, p. 139. 

17. Am. Assoc. D. Schools Proc. 1924, p. 13. 
18. Am. Assoc. D. Schools Proc. 1925, p. 217. 
19. Am. Assoc. D. Schools Proc. 1927, p. 222. 
20. Am. Assoc. D. Schools Proc. 1931, p. 298. 
21. Am. Assoc. D. Schools Proc. 1943, p. 313. 
22. Am. Assoc. D. Schools Proc. 1946, p. 294. 
23. Am. D. A. Tr. 1920, p. 23. 

24. Am. D. A. Tr. 1921, p. 87, 104. 

25. Am. D. A. Tr. 1922, p. 78. 

26. Am. D. A. Tr. 1923, p. 72. 

27. Am. D. A. Tr. 1924, p. 87. 

28. Am. D. A. Tr. 1925, p. 105. 
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pared under Dr. Anthony’s editorship a 
booklet on Dental Terminology, Adapted 
from the BNA. This useful reference 
work gave the Basle anatomical nomen- 
clature as far as it appeared of interest 
to the dental scientists, with some adapta- 
tion specially for dental use. However, it 
did not result in any extensive use of the 
Latin terms, and received little recogni- 
tion from schools and organizations in 
this country 

The Committee made some effort 
(1932) to cooperate with the Fédération 
Dentaire Internationale and with ARPA 
Internationale (Association pour les Re- 
cherches sur les Parodontopathies) which, 
organized in 1933, was interested in the 
nomenclature of periodontal conditions.** 
In 1935, the Committee secured repre- 
sentation in the National Conference on 
Nomenclature of Disease, which was 
planned to improve medical termin- 
ology.*° 

In 1937, the American Dental Associa- 
tion Committee published a list of all 
terms recommended by the Committee 
during the preceding 10 years, including 
some of the Latin terminology.” 

Dr. Anthony retired from the chair- 
manship of the Committee in 1937 upon 
becoming editor of the JOURNAL OF THE 
AMERICAN DENTAL ASSOCIATION, but con- 
tinued ex officio on the Committee. The 
new committee was to consist of 8 men, 
5 of whom were to represent the special- 
ties of exodontia, oral surgery, periodon- 
tia, orthodontia and prosthodontia. This 
body was to be a committee of the Coun- 
cil on Dental Education.** The following 
year, at the request of the Council, the 
Committee was again made a regular 
standing committee of the Association. 
The Board of Trustees apparently had 
some difficulty in fulfilling the stipula- 
tions set up for this committee, for in 
1939 the Board asked for more time to 
study the matter, since they did not have 
“sufficient information at the present 
time relative to representatives of the 
various specialties provided for in the 
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By-laws, qualified to serve on such com- 
mittee.”"** 

The Committee did not get under way 
until 1942.°° At that time and later, first 
under the chairmanship of M. K. Hine 
and then that of Harry Lyons, the Com- 
mittee carried on a study of the termin- 
ology related to periodontal disease and 
its treatment. Two reports on this sub- 
ject were submitted, in 1942 and 
36 

In the report for the year 1948, the 
Committee observed that “The experi- 
ences of the Committee in recent years 
have demonstrated that the major prob- 
lems in the field of dental nomenclature 
cannot be satisfactorily studied in all 
their phases by a committee constituted 
as is the present Committee.”*" At the 
same time, in the revised Bylaws of the 
Association, adopted September 13, 1948, 
provision was made that among the 
duties of the Bureau of Library and In- 
dexing Service should be included, “To 
develop uniform standards of nomen- 
clature in the field of dental science.”** 
The present nomenclature project is an 
attempt to fulfill the assignment placed 
upon the Bureau by the new Bylaws. 

A retrospect of the efforts of organized 
dentistry, and especially those of the Na- 
tional and of the American Association 
to improve dental nomenclature must 
reveal that, despite much useful work, 
the results have not been altogether satis- 
factory either to the men who faithfully 
served on the committees or to the pro- 
fession who, for the most part, have 
showed only perfunctory interest. It 


29. Am. D. A. Tr. 1933, p. 336. 
30. Am. D. A. Tr. 1935, p. 279 
31. Am. D. A. Tr. 1937, p. 261. 
32. Am. D. A. Tr. 1937, p. 342. 
33. Am. D. A. Tr. 1938, p. 242. 
34. Am. D. A. Tr. 1939, p. 132. 
35. Am. D. A. Tr. 1942, p. 266. 
36. Am. D. A. Tr. 1943, p. 134, 153, 360, 431. 
37. Am. D. A. Tr. 1948, p. 93. 
38. Am. D. A. Tr. 1948, p. 48. 


y 
i 
q 
§ 


might be proper to inquire why no greater 
success has been achieved. 

1. Perhaps the most potent cause is 
the inherent difficulty of the problem. It 
has been urged that other fields of knowl- 
edge have been eminently successful in 
solving the difficulties of terminology. It 
is doubtful, however, whether in com- 
parable matters the other disciplines have 
so far outstripped dentistry in this regard. 
The pure sciences, notably biology and 
chemistry, which have been most success- 
ful in developing an adequate nomen- 
clature, have been concerned exclusively 
with a species type of terminology. The 
nomenclature problem of the applied 
sciences (including medicine and den- 
tistry) has been of a different sort, since 
they are mostly concerned with purposes, 
causes, processes and procedures. These 
are not readily classified. Superimposed 
upon this conceptual complication are 
numerous tendencies and deficiencies of 
language to be accommodated or to be 
compensated for. Logic and reason will 
not remove all the difficulties. 

2. Lack of the special training and 
experience necessary upon the part of 
the workers has frequently existed. The 
volunteer worker cannot be expected to 
be a profound dental student and lin- 
guist. 

3. There has not always been suffi- 
cient continuity of personnel. Only where 
some enthusiast has led the study over a 
long period (as in the cases of Black, 
Guilford and Anthony) has any degree 
of progress been achieved. 

4. The geographic separation of the 
members of committees has almost al- 
ways made cooperation and collabora- 
tion difficult. 

5. Very little moral support from the 
profession and from dental teachers and 
journalists has been accorded the best 
advice of nomenclature committees. 

6. Little financial support has been 
given to provide adequate study of the 
problems and to publicize and dissemin- 
ate the results. 
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DENTAL DICTIONARIES 


One of the chief influences in the stan- 
dardization of dental nomenclature has 
been the dental dictionary. Before 1849, 
the only guide to the correct use of den- 
tal terms was the medical dictionary, 
which in many versions and revisions had 
existed for English usage for many years. 
Medical dictionaries, however, appar- 
ently gave little attention to the dental 
vocabulary. Chapin A. Harris in 1849 
wrote: “The several Medical and Sur- 
gical Dictionaries, however well adapted 
to the wants of the student and practi- 
tioner of general medical science, con- 
tain no information on the subject of 
practical dentistry.”** 

It was to fill this want that he pub- 
lished in 1849 his Dictionary of Dental 
Science. There is no indication that in its 
preparation Harris had help other than 
that furnished by several contemporary 
medical dictionaries. The work was com- 
pleted in three years, having been begun 
at the “commencement of 1846.”** The 
volume of 780 pages was an encyclopedia 
as well as a dictionary. On the more 
important topics of dentistry extended 
discussions were included with excerpts 
from the author’s own book and the 
works of others. Biographies of distin- 
guished contributors to dentistry and 
dental science were included with biblio- 
graphical notes on their books. Although 
attempting too much for a dictionary, 
the book was, for its time, a competent 
dictionary of dentistry and a great im- 
provement in fulfilling the needs of den- 
tal readers, over the medical dictionaries 
of the:time. 

With the second edition in 1855, there 
was a change in the character of the 
work. Instead of being a vocabulary of 
dental terms with some scientific and 
medical nomenclature added to meet the 


39. Harris, Chapin A. A dictionary of dental science, 
biography, bibliography and medical terminology. 
Philadelphia, Lindsay and Blakston, 1849. Preface, p. vii. 
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needs of the dentist, its scope was ex- 
panded without decreasing the dental 
terms, and the title became Dictionary of 
Medical Terminology, Dental Surgery 
and the Collateral Sciences. About 8,000 
words were added in this edition and in 
order not to increase the size of the book, 
the biographical notices were eliminated. 

The same title and character of the 
dictionary were maintained through the 
third and fourth editions, 1867 and 1877, 
respectively. In the fifth edition (1891) 
the title become Dictionary of Dental 
Science and Such Words and Phrases of 
the Collateral Sciences as Pertain to the 
Art and Practice of Dentistry. The sixth 
edition was published in 1898. The last 
four editions were edited by Ferdinand 
J. S. Gorgas. 

For many years after the sixth and last 
edition of the Harris Dictionary no work 
of the kind existed for dental science. 
More and more dental terms were in- 
cluded in medical dictionaries, and these 
dictionaries took the place in some meas- 
ure of special vocabularies for dental 
readers. The interest developed in dental 
nomenclature by the American Dental 
Association and the dental educational 
organizations during the first two decades 
of the twentieth century resulted in the 
publication of L. Pierce Anthony’s Dic- 
tionary of Dental Science® in 1922, and 
the Standard Dental Dictionary’ by 
Louis Ottofy in 1923. These, like Harris’s 


Dictionary were specialized dental dic- 
tionaries. 

The denta! dictionaries published to 
this date were the work of individuals. 
In 1917 the Institute of Dental Teachers 
entered into a contract with Blakiston’s 
Son & Co. for the publication of a dental 
dictionary on which W. B. Dunning had 
been working since 1914.** The publica- 
tion of the dictionary was abandoned by 
the Institute in 1919 on account of the 
war, and Dr. Dunning continued his 
work alone.*® When the dictionary was 
published in 1936, by the Blakiston Com- 
pany, S. Ellsworth Davenport, Jr., ap- 
peared as collaborator with Dr. Dunning. 
No dental organization sponsored the 
work although material collected by the 
Commission on Nomenclature of the 
Institute was incorporated.** This was 
the most complete dental dictionary yet 
published but, like all its predecessors, 
was not entirely an exhaustive and ex- 
clusively dental dictionary. 

At the present date no dental diction- 
ary is in print or on the market. 

George B. Denton 


4. Anthony, L. Pierce. A dictionary of denta! science. 
Philadelphia, Lea & Febiger, 1922. 

41. Ottofy, Louis. Standard dental dictionary. Chi- 
cago, Laird & Lee, Inc., 1923. 

42. Am. Inst. D. Teachers Tr. 1918, p. 152. 

43. Am. Inst. D. Teachers Tr. 1919, p. 133. 

44. Dunning, Willam B. and Davenport, S. Ellsworth. 
A dictionary of dental science and art. Philadelphia, 
P. Blakiston’s Son & Co., Inc., 1936. Preface, p. vi. 
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Testimony of the American Dental Association 
before the armed services committee 


of the Senate on S. 1, 82nd Congress 


January 24, 1951 


There appears below the testimony presented to the Senate Armed Services Com- 
mittee recently by Rudolph Friedrich, chairman of the Council on Federal Dental 


Services, on behalf of the Association. The verbatim statement has been condensed to 
eliminate repetitious or technical material not essential to a clear understanding of 
the Association’s position. The testimony was prepared by the Council on Legislation. 
Following his prepared statement Dr. Friedrich was questioned by the Committee for 


70 minutes. 


Mr. Chairman and Members of the Com- 
mittee: 

One effect of this Bill is to remove the 
statutory ceiling which limits the number of 
members of the Armed Forces. This is im- 
portant to dental health because the number 
of persons in the armed services has a direct 
effect upon the amount of dental services 
available to the civilian population. At the 
present time the Armed Forces recruit dentists 
on a basis of one to each 500 of actual strength. 
The effect of an unlimited increase in the 
strength of the Armed Forces is an automatic 
drain of dentists from civilian life to the 
military. This in turn would mean that future 
inductees would reflect lowered standards of 
dental care and so would require still more 
dentists for rehabilitation work to condition 
their mouths so as to be acceptable to the 
armed services. This becomes more apparent 
when it is realized that the bulk of future 
inductees are now children. The program of 
the Association has continuously emphasized 
the importance of children’s dental care to 
insure a healthy mouth in the succeeding 
generation of adults. The programs which will 
be necessitated by this bill will emphasize 
adult or rehabilitation dentistry instead of 
preventive dentistry. This emphasis will tend 
to reduce the amount of dental care available 
to the children of today who will be the in- 
ductees of tomorrow. 

It is proposed to withdraw 75,000 persons 
from the Armed Forces during each of the next 
three years to permit such persons to continue 
education beyond the high school level. Those 
who complete their service periods three years 
hence would provide the reservoir for higher 
education beyond that time. The Council on 
Dental Education of the Association estimates 


that it is necessary to provide an annual reser- 
voir of about 5,000 students from which to 
select the entering dental class. At the present 
time all of the dental schools in the country 
can admit a freshman class of 3,200. From 
this number about 2,800 will be graduated as 
fully qualified dentists some four years later. 
If 5,000, or 6% per cent of the 75,000 pro- 
posed withdrawals, will be required to fill the 
dental schools alone, this number should be 
expanded or a more definite policy of defer- 
ment should be followed. 

In World War II haphazard handling of 
the problem of a continuous production line 
of professional personnel seriously reduced the 
volume of trained manpower needed to care 
for the health needs of the country. In den- 
tistry alone the number of students was so 
reduced that only now are the schools begin- 
ning to produce graduation groups anywhere 
near Capacity. 

Another serious condition which arises from 
reduction of the number of dental students is 
the loss of faculty personnel. As of today there 
are 200 full-time vacancies on the faculties of 
dental schools, none the result of the present 
emergency. Unless the schools are continued 
present faculties will be siphoned off into 
private practice and younger dentists who 
might be interested in teaching will be di- 
verted from it by the exigencies of military 
service. The recommendations of your Com- 
mittee with regard to the pending legislation 
will have a definite effect upon this problem. 

The bill indicates that it will be the intention 
of Congress to continue the power of the Presi- 
dent to provide for the deferment of persons 
“whose activity and study, research, or med- 
ical, scientific or other endeavors is found to 
be necessary for the maintenance of the na- 
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tional health, safety and interest.” This lan- 
guage in the present Act has been competently 
administered by the Selective Service System 
through its Local Boerd Memorandum No. 7 
which provided, among other things, for the 
provisional acceptance of prospective students 
by schools teaching the healing arts so that 
they might be identified at the undergraduate 
level and so deferred to continue their pro- 
fessional studies. The American Dental Asso- 
ciation urges that the Committee, either by 
specific amendment of the bill or by crystal 
clear language in its report indicate its in- 
tention that the method of deferment provided 
by sub-section 6 (d) continue to be used for 
the deferment of professional and preprofes- 
sional students in accord with the method set 
out in Local Board Memorandum No. 7 and 
that this method be used in addition to that 
which will provide for the withdrawal from 
training of 75,000 qualified inductees. 

Alternatively, the Association would suggest 
that paragraph (3) be amended to read as 
follows (P. 8 lines 1 and 2): 


(3) The President is authorized to provide 
for the annual deferment from training 
and service under this title, of a number 
of persons subject to the Act who have 
been tentatively selected for admission to 
the freshman class by a school of medi- 
cine, dentistry, osteopathy, optometry or 
veterinary medicine, as will be sufficient 
to provide the maximum numbers in such 
entering classes which such professional 
schools can adequately train. 


The Act proposes to increase the length 
of service for both inducted personnel and 
members of the reserve components called to 
active duty from 21 months as at present to 
27 months. Other language in the Act indi- 
cates that further extensions of service by law 
may be in the offing and testimony already 
offered before this Committee indicates that 
certain of the Armed Forces believe a longer 
training period is necessary. Most dentists who 
enter the service do so as reserve officers. In 
World War II more than 22,000 dentists served 
their country in uniform, approximately one- 
third of all dentists licensed to practice during 
those years. Many of these dentists served 
more than three years and a large number re- 
mained in the reserve. A large proportion of 
those who served had already established pri- 
vate practices prior to World War II which 
they were compelled to give up upon their 
entry into service and to seek to reestablish 
upon their release. Now, this expanding pro- 
gram will, before it is finished, require that 
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many of these same men again give up their 
practices and re-enter military life. If this must 
be done they are patriotic enough to do it 
cheerfully and without complaint, but it does 
not seem fair, reasonable nor just for their 
obligations for length of service to be increased 
unless they have a voice in the determination 
of the policy which requires it, nor unless they 
have some assurance that their Government 
will stand by its policies. Reserve commissions 
were originally granted under the terms of a 
law which required service without consent 
only in time of war. The 81st Congress altered 
that contract by permitting the Government to 
recall its reserve forces with or without their 
consent for periods of 21 months. The 82nd 
Congress now proposes to add six additional 
months to that period. On behalf of its many 
members who hold reserve commissions the 
Association protests such extension until it is 
clearly and unalterably demonstrated by chang- 
ing conditions to the people of this country 
that additional service of such length is neces- 
sary. 


Section 23 also will provide a drain on the 
trained dental manpower of the country. Under 
this section persons rejected under the draft 
would be entitled to rehabilitation services, 
including dental treatment, which will enable 
them ultimately to assume their obligations for 
training and service. Although at the present 
time the Armed Forces will accept for service 
a man with serious dental defects, even to the 
point of being edentulous, and will then pro- 
vide such dental treatment as he may need to 
place his mouth in a reasonably good condition, 
the proposed program would throw an addi- 
tional burden upon the limited dental man- 
power of the country over and above that 
which the Armed Forces assumes under its own 
dental program. Section 23 would require that 
dental services be made available to the un- 
counted numbers of those who are rejected for 
nondental reasons but whose dental condition 
was also found to be defective. Since the pro- 
posed rehabilitation program is to be provided 
through a nonmilitary agency, it follows that 
the designated agency would have to compete 
with civilian needs for the remaining reservoir 
of dentists. This would tend further to reduce 
the amount of dental service available to civil- 
ians and if the rehabilitation program tended 
to concentrate its beneficiaries in institutions 
it would further upset the balance with regard 
to demand for and supply of dental services in 
many localities. With the present supply of 
dentists it will be extremely difficult to meet 
all of these demands, plus those of civil de- 
fense. The only solution is to increase the 
number of deferments of persons qualified to 
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go to dental schools, to expand the number of 
dental schools and the facilities of those which 
exist. Such a program will require assistance 
beyond the resources of the schools, including 


COUNCIL ON DENTAL RESEARCH 


A suggested method of removing amal- 
gam from a diamond stone by revolv- 
ing the instrument in a bath of hot 
mercury was recently announced.’ A pic- 
ture of heating the mercury in a thim- 
ble held over a Bunsen flame with a 
diamond stone being revolved in the 
mercury accompanied the suggestion. 
The Council on Dental Research believes 
this is an exceedingly dangerous prac- 
tice because of the poisonous mercury 
vapor being given off. 


COUNCIL ON DENTAL THERAPEUTICS 


Council classifies 


group A 


Hyseptine 12.8% Solution has been clas- 
sified in Group A. The active ingredient 
of this solution, intended for the chemical 
disinfection of instruments, is methyl 
benzethonium chloride. 

Methyl benzethonium chloride (para 
tertiary octyl cresoxy ethoxy ethyl dim- 
ethyl benzyl ammonium chloride—M.W. 
479.5) is one of the quaternary am- 
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Danger of poisoning from mercury vapor 


perhaps such Federal assistance as was pro- 
posed in several bills before the 81st Congress, 
which were supported by the Association when 
they contained adequate safeguards. 


The industrial health hazard of breath- 
ing air contaminated with mercury vapor 
is well established. Dentists are there- 
fore cautioned never to heat mercury 
in such a manner that its vapor will 
contaminate the air. 

L.T. Appleton, Chairman 


|. Paermet, Morton. Removing amalgam from dia- 
mond stones. D. Digest 56:544 c.) I 


Hyseptine 12.8% Solution in 


monium compounds which has been 
demonstrated to have antibacterial quali- 
ties. Its actions and uses are essentially 
those of benzalkonium chloride, U.S.P., 
and benzethonium chloride, A.D.R. (See 
A.D.R., ed. 16, p. 49-51.) 


|. Patented. Patent No. 2,275,125. See A.D.R. ed. 16, 
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Council announces classification 
of additional products 


The classification of products by the 
Council on Dental Therapeutics of the 
American Dental Association has been 
described in a previous report (J.A.D.A. 
40:489, April, 1950). The Council’s 
program now provides for classification 
of products in Group A, Group B, Group 
C and Group D. Products are reconsid- 
ered periodically and decisions are sub- 
ject to change at any time that a sub- 
stantial amount of new evidence becomes 
available. The files of the Council contain 
information on many drugs and dental 
cosmetics, and inquiries are welcome. 


GROUP A 


Listing of products in Group A means that at 
the time of their consideration, the items con- 
formed with the provisions of acceptance es- 
tablished by the Council on Dental Thera- 
peutics and adopted by the Board of Trustees 
of the American Dental Association. Items in 
this group will be listed in Accepted Dental 
Remedies, and may use the Seal of Acceptance, 


unless otherwise provided. 
The following additional products are classi- 
fied in Group A: 


Orygene Penicillin Chewing Troches, 
10,000 Units (Parke, Davis & Com- 
pany): Each troche is stated to contain 
10,000 units crystalline potassium peni- 
cillin G in a flavored base. Trademark: 
Orygene. See A.D.R., ed. 16, p. 43. 

Hyseptine 12.8% Solution (The War- 
ren-Teed Products Co.) : Methyl benze- 
thonium chloride, 12.8 per cent; water, 
87.2 per cent. This is a concentrated 
dosage form, intended for dilution with 
water to produce a 1:1,000 solution of 
methyl benzethonium chloride. See 
A.D.R., ed. 16, p. 49. (For report, see 


page 353.) 


Sucaryl Sodium‘ (Abbott Labora- 
tories): Sucaryl Sodium is sodium cyclo- 
hexylsulfamate (C,H,.NO,SNa. M.W. 
201.22.) It is a non-nutritive, artificial 
sweetening agent. There appears to be 
adequate evidence of its safety under 
conditions of recommended use. Evidence 
indicates that the product has a some- 
what greater stability than saccharin 
when exposed to temperatures required 
for cooking. Trademark: Sucaryl. 

Sucaryl Sodium Tablets, 4% Gm. (Ab- 
bott Laboratories) : Each tablet is stated 
to contain sucaryl sodium, 125 mg.; 
sodium bicarbonate and tartaric acid. 


GROUP B 


Listing of products in Group B means that 
there is insufficient evidence to justify their 
present acceptance, but there is reasonable evi- 
dence of their usefulness and safety. These 
products meet the other qualifications and 
standards established by the Council on Den- 
tal Therapeutics and the Bureau of Chemis- 
try. It is the Council’s opinion that Group 
B products may be promoted for special use 
and study. 


GROUP C 


Listing of products in Group C means that 
the evidence is so limited or inconclusive that 
the products cannot be accurately evaluated. 
It is the Council's opinion that Group C 
products require further study by qualified 
investigators. 


GROUP D 


Listing of products in Group D means that 
they are unacceptable because of their demon- 
strated inability to meet the standards out- 
lined in the provisions for acceptance. 
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The Reader Comments 


THE JOURNAL devotes this section to comment by readers on topics of 
current interest to dentistry. The editors reserve the right to edit all com- 


munications to fit available space and require that all letters be signed. 
Signatures will be deleted before publication at the request of the author. 
Printed communications do not necessarily reflect the opinion or official 
policy of the Association. Your participation in this section is invited. 


ADVANCED ALVEOLAR BONE 
DESTRUCTION 


I was much interested in the article on “Pre- 
cocious Advanced Alveolar Bone Destruction” 
in the January issue of THE youRNAL. I had 
seen a number of cases such as those described 
by the authors while I was Director of the 
Murry and Leonie Guggenheim Dental Clinic 
m this city. 

*. When advanced alveolar bone destruction 
curs in the mouth of an adolescent the in- 
ference is inescapable that the prime etiologic 
actor is systemic rather than local. The ques- 
tion is, what is the systemic factor or factors? 
Drs. Seidler, Miller and Wolf attempted to 
find the answers and deserve much credit for 
the thorough search they made. Their con- 
clusion was that the chief factor was exces- 
sive intake of carbohydrates, harmful in itself 
and as a cause of unbalanced dietary. 

I do not discredit the harmful effect of a 
dietary in which carbohydrates occur in 
excess. However, I must point out that the 
usual effect of such a dietary is the production 
of caries rather than periodontoclasia. 

In our study of cases of this type at the 
Guggenheim Clinic we proceeded along a 
somewhat different line. In the first place, I 
noticed that in most of these cases the incisors 
and first molars were more or less hypoplastic. 
This led me to suspect that there had been a 
vitamin D deficiency or severe illness during 
the first year of life. If that had been the case 
there would probably be a history of rickets 
of some degree at that period. In most of the 
cases such a history was elicited. 

If there had been rickets at one to two 
years it was fair to assume that the alveolar 
bone as well as other bones, experienced at 
least subclinical deficiency. If this persisted 
by reason of continuing dietary fault or sub- 
normal health condition it might well happen 
that the alveolar bone would never develop 
sufficient strength to withstand normal, let 


The Editor 


alone excessive or abnormal, occlusal stresses. 
The first molars and incisors are the first 
teeth of the permanent dentition to erupt, 
consequently are the teeth which have for 
the longest time taken the strains of occlusal 
function at the period we are discussing. What 
is more natural than that they should show 
the first and most severe signs of alveolar 
weakness ? 

Accordingly we did not attempt the full 
workup of these cases which was done in the 
cases reported by Drs. Seidler, Miller and 
Wolf. However, our examinations, conducted 
by or under the supervision of Dr. Krasnow, 
indicated that these children were essentially 
healthy but somewhat undernourished. Dietary 
was unbalanced with vitamin deficiencies, es- 
pecially vitamin D. An effort was made 
through parent interview or otherwise, to de- 
termine whether the individual had had 
vitamin supplement of cod liver oil or other 
source of vitamin D in infancy. As far as 
could be determined, this vitamin had not 
been provided either in infancy or later in 
childhood. Vitamin C deficiency was indicated 
during the infancy-childhood period also. Milk 
intake was low, indicating mineral deficiency. 

On reading the article mentioned, I wrote 
to Dr. Miller asking if, in the dietary studies 
conducted for the patients in that series, at- 
tention had been paid to vitamins D and C, 
both in infancy and later. His reply was that 
these points had not been covered specifically, 
since they felt that the imbalance mentioned 
before had seemed to be the significant factor. 

The number of cases encountered at the 
Guggenheim Clinic was too small to submit 
to statistical analysis. However, there was a 
high correlation between the alveolar destruc- 
tion and hypoplastic enamel. (It must be 
mentioned that the reverse correlation does 
not hold; that is, hypoplastic teeth do not 
always have weak alveolar bone.) Apparently 
the alveolar weakness leading to precocious 
destruction must be the product of a con- 
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tinuing vitamin and, after infancy, mineral 
deficiency. I would put the blame there rather 
than on high carbohydrate intake as such. 

In relation to the foregoing it was in- 
teresting to read the studies by Tenenbaum 
and associates in the March 1950 issue, en- 
titled “Clinical and Microscopic Study of the 
Gingivae in Periodontosis.” That the cases 
listed as having periodontosis in the latter 
study are of the same order as those studied 
by Seidler and associates seems clear. Note, 
for example, the characteristic bone destruc- 
tion around the first molars as mentioned in 
the Tenenbaum article. Also, both the cases 
illustrated by Seidler show drifting of the 
anterior teeth and development of diastemata. 

The two articles, taken together, comprise 
an excellent study of this condition. Whether 
periodontosis is an entity as claimed by some, 
or not, this condition requires further studies 
if only because of the disfigurement and loss 
of teeth it causes. 


John Oppie McCall, D.D.S., New York 


DIANETICS 


For many months now, L. Ron Hubbard's 
book, Dianetics, the Modern Science of Mental 
Health, has been high on the best-seller lists 
throughout the nation. It has achieved tre- 
mendous popularity in certain sections of the 
country. 

Psychiatrists and medical men in general 
have condemned its contents, laughed at its 
claims, and scoffed at the thought that it will 
ever replace psychoanalysis. 

In two sections of the book, Mr. Hubbard 
comments on the presence in our society of 
“the most vicious anesthetic ever invented, 
nitrous oxide” and makes numerous slurring 
remarks about exodontists and the procedures 
that occur while an anesthetized patient is 
undergoing oral surgery. 

An intelligent individual might laugh at 
the account he gives of a “typical” visit to a 
dentist's office for the purpose of having teeth 


extracted under general anesthesia. Unfortu- 
nately, the reader is subjected to a seemingly 
innocent distortion of the truth. 

In recalling a case history which the author 
states is entirely factual, a patient entered an 
exodontist’s office for the purpose of having 
two wisdom teeth extracted. The exodontist is 
described as a tough character and the nurse as 
a blue-eyed blonde. He describes nitrous oxide 
not as an anesthetic, but as a drug capable of 
causing deep hypnosis where the “reactive 
mind” is fully capable of recording all events 
which transpire during the operation, includ- 
ing the pain, which apparently is only hidden, 
but nonetheless experienced. 

The experience enacted in the dental office 
is carried into the future by the author. The 
reactive mind sees in a woman enough simi- 
larity between the nurse and this entirely new 
person to attract our hero into the depths of 
romance and marriage. “So,” he says, “the 
patient divorces his wife and marries the 
pseudo-nurse.” 

“Now that he has married the pseudo-nurse, 
the dental problems begin to develop in ear- 
nest. The two molars adjacent to where the 
wisdom teeth came out develop large cavities 
and begin to rot.” 

Mr. Hubbard also relates that “Some years 
ago some investigators wondered if nitrous 
oxide did not make the brain decay.” He con- 
cludes his reference to general anesthesia: 
“Some brilliant chemist will certainly be able 
to bring out a good gas hypnotic now that 
dianetics is known and the need of it in institu- 
tions is realized.” 

Despite its apparent imbecility, this book is 
no joke. When millions of copies are sold, and 
these words are read by millions of people, we 
can’t stand idly by, accepting this as nonsense, 
and leave it at that. 

The author should be informed of the re- 
sentment of the dental profession and printed 
matter should reach the public to discredit 
this distortion of facts. 

Bruce L. Douglas, Brooklyn 
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Book Reviews 


THE NATIONAL HEALTH SERVICE 
OF GREAT BRITAIN 


By Willard C. Rappleye, M.D. 32 Pages. 
New York: Josiah Macy, Jr., Foundation, 
1950. 
This is apparently a reprint of a paper given 
by Dr. Rappleye before the Association of 
Medical Colleges, November 1949. 

A paper bound monograph, this description 
of the National Health Service in Great Brit- 
ain is an unbiased, documentary report of the 
service, its cost, some of its shortcomings and 
its method of working. It does not give opin- 
ions, but adheres strictly to the over-all pic- 
ture of the service. The reader may draw his 
own conclusions. 

One item that is emphasized, which is often 
overlooked, is that since about 94 per cent of 
the cost of the National Health Service is fi- 
nanced from general taxation and: not from 
contributions of individuals, the service is a 
part of an over-all scheme of national insur- 
ance in a socialistic country. 

One of the disastrous results has been the 
resignation of dentists and physicians employed 
in public health services because of the greater 
remuneration to be obtained under panel prac- 
tice. It is suggested that this booklet be 
studied by some of our writers for the press 
who occasionally “go off the deep end” in 
their enthusiasm. 

H. Shirley Dwyer 


ATTI ACCADEMIA DEI FISIOCRITICI, SIENA. 
SEZIONE MEDICO-FISICA. STUDI DELLA 
FACOLTA MEDICA SENESE. (PROCEEDINGS 
OF THE ACCADEMIA DEI FISIOCRITICI OF 
SIENA, MEDICAL SECTION ) 


Report by the Medical Faculty of the Uni- 
versity of Siena. 556 pages. Illustrated. 
Index. Siena: La Poligrafica, 1950. 


Reports submitted at the regular meetings of 
the Medical Section of the Accademia del 
Fisiocritici of Siena, January through July 
1950, are presented in the first 135 pages of 
this book. These reports, in the main, are brief 
statements of research and experimental work 
reported more extensively in the second section. 

Pages 190-552 carry detailed reports of re- 
search conducted by members of the medical 
faculty of the University of Siena. Among the 
topics included are tuberculosis of the mastoid, 


hepatic abscess, a statistical study of sudden and 
unexplained deaths in persons of apparently 
good health compiled from records of legal 
medicine in Italy and sedimentation rate in 
73 patients with diseased tonsils. 

Detailed charts and extensive bibliographies 
from European scientific literature accompany 
most of these reports. Résumés are appended 
in many cases. The longer articles have sum- 
maries in Italian, French, English and Ger- 
man. The reports themselves are in Italian. 

Martha Ann Mann 


PHYSICIANS TAX GUIDE AND 
ACCOUNTING RECORD, 1951 EDITION 


By U. J. Campbell and James B. Liber- 
man. Price $2.50. Great Neck, N. Y., 
Doniger & Raughley, 1950. 


This simplified manual reveals the funda- 
mental tax conceptions and auditing methods 
in simplified terms for physicians and dentists. 
It presents step by step methods in filling out 
returns, declaring estimated taxes and main- 
taining a systematic accounting record. Every 
economy is covered in clear cut style, enabling 
the physician to work out his own accounting 
obligations admirably. 

I. N. Kugelmass 


AN ATLAS OF HUMAN ANATOMY 


By Barry J. Anson, Ph.D. 518 pages. 
Price $11.50. Philadelphia, W. B. Saun- 
ders Co., 1950. 


The pictorial content of this book is based 
upon new dissections, serially prepared, and 
upon variable morphological features statisti- 
cally presented. Such a series is invaluable for 
those who depend upon illustrations instead of 
actual specimens. Emphasis has been placed 
upon the norm rather than upon the anomaly. 
The book is limited to those features of human 
structure which are demonstrable in regular 
study of the cadaver. Naturally, the classi- 
fication proceeds from head to toe. The draw- 
ings are remarkably clear and represent with- 
out distortion a nonexistent average. The 
descriptive matter remains in the background 
because the drawings are self explanatory. 
Such an atlas is invaluable for both student 
and practitioner as a source of ready reference 
in everyday practice of medicine and surgery. 
1. N. Kugelmass 
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PRECIS D’ORTHODONTIE ET 
D’ORTHOPEDIE MAXILLO-FACIALE 
(COMPENDIUM OF ORTHODONTIA AND 
MAXILLOFACIAL ORTHOPEDICS ) 


By J]. M. Chateau and Michel Chateau. 
286 pages, with 170 illustrations. Paris: 
Julien Prelat. 


This volume is intended as a basic orthodontic 
review to instruct the student and assist the 
general practitioner in diagnosis and treatment 
planning, and as an aid in recognizing cases 
requiring the services of the orthodontic spe- 
cialist. The book, which is in French, is written 
by Michel Chateau, professor of pathology at 
the Faculté de Paris, and incorporates reports 
of cases, treatment methods, and results ob- 
tained by himself and his father, J. M. Cha- 
teau, also a member of the teaching staff of 
the French school, in their own orthodontic 
practice. 

There is a brief initial outline of the mean- 
ing of dentofacial orthopedics, together with 


the fundamental requirements for achieving 


the desired dentofacial harmony. 

Part I covers normal dentition, dental and 
cranial anatomy and development and a 
résumé of orthodontic terminology. Part II 
gives detailed consideration to diagnostic meas- 
ures, including clinical procedures; technic and 
value of roentgenology in orthodontic diag- 
nosis; preparation of diagnostic casts, and so 
forth. There is extensive coverage given to 
etiologic factors of malocclusion, and a sum- 
mary of elements involved in an accurate prog- 
nosis. Part III presents treatment methods, 
outlining technics for various classes of maloc- 
clusion. This section is profusely illustrated 
with sketches showing types of appliances and 
their function. 

Martha Ann Mann 


FUNDAMENTALS OF PERSONAL HYGIENE: 
THEIR PRACTICAL APPLICATION TO 
HEALTHFUL LIVING 


By Walter W. Kruger, 5th ed. Illustrated. 
284 pages. Price $3.00. Philadelphia: W. 
B. Saunders, 1950. 


This is a comprehensive text on healthful liv- 
ing written in nontechnical language for col- 
lege students. The subject matter covers nutri- 
tion, digestion and utilization of food, body 
weight in relation to health, exercise, posture, 
care of the feet, care of the skin, clothing and 
health, dental hygiene, mental hygiene, rest 
and recreation, sex hygiene, health fads and 
follies, infection, body defenses against infec- 
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tion, infectious diseases and nonc icable 


The last four subjects have been added to 
the fifth edition, which also includes recent 
advances in medical science such as topical 
fluoride therapy. The intent of the four new 
chapters is to give the student sufficient under- 
standing of disease and immunization to safe- 
guard himself intelligently against preventable 
illness. 

In the main, an excellent and well balanced 
bibliography accompanies each chapter. An ex- 
ception could be the bibliography of the chap- 
ter on mouth hygiene. The reference material 
selected for this chapter is not, in the opinion 
of the reviewer, sufficiently comprehensive. 

In the chapter dealing with the control of 
gonorrhea and syphilis, the author stresses such 
control measures as education of the public to 
the dangers of sexual promiscuity and the 
maintenance of high standards of sex morals, 
but he fails to mention the remarkable ad- 
vances made in the control of venereal dis- 
eases by penicillin therapy. Apparently, the 
author decided that discretion was the better 
part of valor when pointing education in sex 
hygiene to college students. 

In general, this is a well written, nontech- 
nical, and up to date text on how to be healthy 
and stay healthy. 

Frank C. Cady 


PRESCRIPTION WRITING AND MATERIA 
MEDICA FOR DENTISTS 


By Richard L. Cipes, Ph.G., D.D.S. Third 
edition. 530 Pages. Index and appendix. 
Price $8.50. Brooklyn: Dental Items of 
Interest Publishing Co., 1950. 


A distinctive feature of this book is its 60- 
page chapter on “Methods of Prescription 
Writing.” The detailed instructions and nu- 
merous practical examples fill a real need in 
dentistry. The nomenclature, abbreviations 
and symbols used in the writing of prescrip- 
tions are explained and illustrated adequately. 

As a textbook of materia medica, the book 
leaves much to be desired. The listing of 
drugs is comprehensive rather than critical. 
There are descriptions of most of the drugs 
and formulas which. have been shown to be 
useful in dental therapeutics. Along with 
these are listed drugs and mixtures which are 
obsolete, unproved, or unnecessarily complex. 

The third edition is better written and 
more comprehensive than its predecessors. Its 
encyclopedic character and its emphasis on 
prescription writing should meet with wide 
approval. 
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A TEXTBOOK OF ORAL HYGIENE AND 
PREVENTIVE DENTISTRY 


By Russell W. Bunting, D.D.S. 240 pages. 
Index. 135 illustrations, one in color. 
Price $5. Philadelphia: Lea @ Febiger, 
1950. 4 


A Textbook of Oral Hygiene and Preventive 
Dentistry is apparently a modern successor to 
Mouth Hygiene by Alfred C. Fones. 

The scope of this book is well defined by 
the chapter headings. Chapters on histology, 
physiology, organic and inorganic accretions, 
dental caries, periodontal disease, traumatic 
occlusion, stomatitis, oral prophylaxis, oral 
and systemic disease and public health dentis- 
try constitute the bulk of the book. Brief dis- 
cussions of dentifrices and technics for home 
care of the mouth are included. 

The dentists who collaborated with Dr. 
Bunting are eminently qualified to cover their 
subject matter. The illustrations are clear and 
well selected and contribute notably to the 
usefulness of the text. 

A Textbook of Oral Hygiene and Preven- 
tive Dentistry may be especially useful for 
students of dental hygiene. It should also be 
a valuable addition to the library of the prac- 
ticing dentist or dental hygienist. 

Donald A. Wallace 


FUNDAMENTALS OF PHYSICAL CHEMISTRY 
FOR PREMEDICAL STUDENTS 


By H. D. Crockford and Samuel B. Knight. 
366 pages. Index. Price $4.25. New York: 
John Wiley and Sons Inc., 1950. 


Although the field of physical chemistry is one 
of considerable scope, Crockford and Knight 
have carefully chosen their material so as to 
include all, or nearly all, those subjects whose 
principles are most likely to be encountered by 
the student as he pursues his chosen field in 
the biological sciences. 

Concepts and principles of physicochemical 
behavior are presented clearly and concisely. 
New terminology is introduced with maxi- 
mum effectiveness and clarity, a matter of no 
little importance to an individual working in 
a field of endeavor foreign to his prime interests. 

An abundance of practice problems and 
questions are given for each main subject, and 
since answers are supplied in the index, stu- 
dents should find this a great aid in sharpening 
their mental acuity. 

There are few errors in either the printed 
matter or the subject matter. Although brevity 
sometimes approaches the point of being frus- 
trating, criticism must be withheld on the 
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grounds that the book, in conjunction with its 
associated course, was not designed to train 
physical chemists. 

However, the section on “Radioactivity and 
Nuclear Fission” should have included discus- 
sions on the quantitative aspects of radioactiv- 
ity and irradiation. No mention was found of 
such terms as “roentgen,” “curie” and so forth, 
terms which occur frequently in lectures and 
the literature and whose understanding is of 
utmost importance. No mention was made of 
the now common nucleon, the meson, one of 
the better identified nuclear particles. 

The most notable feature of this book is its 
manner of presentation, which generates in the 
reader an early, but not premature, conviction 
that his grasp of the subject matter is sufficient 
for him to proceed deeper into the subject with 
reasonable assurance that he will be able to 
grasp it. Should his inquisitive nature carry 
him deeper, there are abundant references to 
help him in his quest. 

B. F. Gurney 


DIE VERHUTUNG VON 
STELLUNGSANOMALIEN (THE PREVENTION 
OF OCCLUSAL ANOMALIES ) 


By Julius Jantzen, M.D., D.M.D. 80 pages 
with 75 illustrations. Price DM 5.50. 
Konstanz, Germany: Zahnarztliche West, 
1950. 


The author discusses simple measures for pre- 
venting the development of occlusal anomalies. 
The book is divided into three large chapters. 
The first deals with preventive measure in in- 
fants, the second with the deciduous dentition, 
the third with the permanent dentition. 

The importance of proper nutrition, sucking 
habits and mouth breathing are discussed and 
proper measures given to prevent damage by 
the latter two factors. 

The deciduous dentition is of great impor- 
tance in preventive dentistry and many slight 
measures can prevent great trouble from devel- 
oping in the permanent dentition. Early jaw 
widening in narrow arches is advocated. Pre- 
vention of deep overbite is discussed. The early 
loss of deciduous teeth and its consequences 
and prevention are dealt with. 

In the third chapter, dealing with the per- 
manent dentition, buckling of teeth due to 
pressure by erupting third molars is discussed. 
The treatment of deep bites by splints, bite- 
raising and occlusal grinding are taken into 
consideration. Bruxism and possible damage to 
the supporting tissues are discussed. 

Balint Orban 
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TEXTBOOK OF BIOCHEMISTRY 


By Benjamin Harrow, Ph.D. Fifth edition. 
558 pages with illustrations. Index. Price 
$6. Philadelphia, W. B. Saunders Co., 
1950. 


This is a very good medium-length general 
text in biochemistry. The large proportion of 
the text which should be of interest to prac- 
ticing dentists is worthy of comment. 

The 258 pages which are devoted to chemo- 
therapy, digestion, enzymes, foods, vitamins, 
hormones, the blood and metabolism of carbo- 
hydrates are especially pertinent to dental 
practice. 

Newer developments are discussed ex- 
tensively. The text is interesting and readable. 
It can be used for occasional reference or, by 
systematic and not too strenuous reading, 
can provide a pleasant refresher course in 
some of the most vital scientific aspects which 
underlie the practice of dentistry. It will be 
a useful addition to the personal library of 
any dentist. 

Donald A. Wallace 


NEW AND NONOFFICIAL REMEDIES 


Council on Pharmacy and Chemistry of 
the American Medical Association. 851 
pages. Price $3. Philadelphia, J. B. Lip- 
pincott Co., 1950. 


New and Nonofficial Remedies is the principal 
annual publication of the Council on Pharmacy 
and Chemistry of the American Medical As- 
sociation. It has been published regularly for 
approximately 40 years, and is an authorita- 
tive and reliable ready reference book for 
practicing physicians. It contains chemical 
and pharmaceutical tests and standards for 
drugs not listed in the U. S. Pharmacopeia 
or The National Formulary. Statements of ac- 
tions, usage and dosage for a wide variety of 
new and nonofficial accepted products are 
listed in the main text and references to 
publications concerning unaccepted products 
are given in an appendix. It is comparable 
in the field of general medicine to Accepted 
Dental Remedies in the field of dentistry. 

The section of the 1950 edition devoted to 
tests and standards has been completely re- 
edited. This section is of special interest to 
pharmacists and chemists. A new and much 
improved typographic style has been adopted 
for the entire book, and the paper is of ex- 
cellent quality. The size of the book is es- 
sentially unchanged. 

New and Nonofficial Remedies will be a use- 
ful addition to the library of those dentists 
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who wish to have up-to-date information con- 
cerning pharmaceutical preparations not com- 
monly used in dentistry. Since dentists will 
probably be called upon to supplement the 
limited available supply of physicians in the 
event of a direct military attack upon this 
country, it is currently more than usually ad- 
visable for dentists to be familiar with many 
drugs which they do not ordinarily use. 
Donald A. Wallace 


THE UNITED STATES PHARMACOPEIA 


By the Committee of Revision of the U.S. 
Pharmacopeia. Fourteenth revision. 1,110 
pages. Index. Price $9. Easton, Pa., Mack 
Publishing Co., 1950. 


The U. S. Pharmacopeia and The National 
Formulary, which are revised completely every 
five years, are legal standards for drugs. They 
provide chemical and pharmaceutical speci- 
fications for most of the drugs generally pre- 
scribed in this country. However, they do not 
include statements of actions and uses of the 
drugs. 

A principal objective of the Pharmacopeia is 
to provide “an approved list of the best known 
and most important medicines and medical 
aids. . . .” This means that, in order to be 
included in the Pharmacopeia, a drug must 
be consdered useful as well as popular. 

The fourteenth edition of the Pharmacopeia 
became official on November 1, 1950. Among 
the drugs of interest to dentists and which are 
listed in the fourteenth edition but not 
in the thirteenth edition are aureomycin hy- 
drochloride, calciferol, oxidized cellulose, 
chloramphenicol, epinephrine __bitartrate, 
phenylephrine hydrochloride, piperocaine hy- 
drochloride, absorbable gelatin sponge, throm- 
bin, tyrothricin, pilocarpine hydrochloride and 
propylene glycol. The last two have been 
“promoted” from The National Formulary. 

Arsenic trioxide, arsphenamine, neoarsphe- 
namine, sulfarsphenamine, boroglycerin gly- 
cerite, butyl aminobenzoate, citrated caffeine, 
chromium trioxide, saponated cresol solution, 
formaldehyde solution, penicillin dental cones, 
methylrosaniline chloride, potassium arsenite 
solution, liniment of soft soap, sodium perbo- 
rate and thymol were included in the thirteenth 
edition but omitted from the fourteenth. 

The form and style of the Pharmacopeia 
remain unchanged from the previous edition. 
English titles are emphasized, but Latin syno- 
nyms are still provided. This book should be 
in the library of every pharmacist and 
pharmaceutical or cosmetic chemist. 

Donald A. Wallace 
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JOURNAL OF ORAL SURGERY 
October 1950 


FRACTURES OF THE ZYGOMA AND ZYGOMATIC 
arcH, George W. Matthews, Birmingham, 
Ala., p. 275 

MAXILLARY FACIAL FISTULA, Ronald Grant and 
George F. Crikelair, Dearborn, Mich., p. 
285 

AUTOPLASTY OF ENUCLEATED PREFUNCTIONAL 
THIRD MOLARS, Harland Apfel, San Pedro, 
Calif.,. p. 289 

TEMPOROMANDIBULAR ANKYLOsIS, James B. 
Smith, Danville, Pa., p. 297 

A NEW CONCEPT OF TREATMENT OF OSTEO- 
MYELITIS OF THE MANDIBLE, Orion H. Stute- 
ville, Chicago, p. 301 

THE VALUE OF GINGIVAL BIOPSY IN THE DIAG- 
NOSIS OF GENERALIZED AMYLOIDOSIS, Irving 
Meyer, Springfield, Mass., p. 314 

X-RAY PROTECTION IN DENTISTRY, Albert G. 
Richards, Ann Arbor, Mich., p. 323 

A ROENTGENOGRAPHIC STUDY OF THE PTERYGO- 
PALATINE INJECTION FOR BLOCKING THE 
MAXILLARY NERVE, Leonard Szerlip, Mor- 
ristown, N.J., p. 327 


FRACTURES OF THE ZYGOMA AND 


ZYGOMATIC ARCH 
George W. Matthews 


The factors which indicate reduction of frac- 
tures of the zygoma and zygomatic arch are: 
(1) diplopia; (2) loss of facial symmetry; (3) 
interference with jaw function. The operation 
advocated by Gillies (temporal approach) has 
proved the most successful. The best diagnostic 
point in fractures of the zygomatic arch is in- 
terference with jaw function as the arch, when 
driven inward, impinges directly upon the 
coronoid process of the mandible. Looking for 
changes in facial symmetry is not dependable 
because the deformity may become obscured 
by edema. When the zygoma is completely 
broken loose from its articulation, some means 
must be devised to hold it firmly in place or 
it will sag down and result in facial deformity, 
loss of symmetry and diplopia. A simple 
method is the use of Roger Anderson pins, 
fastened to a head cap or appliance. 


MAXILLARY FACIAL FISTULA 
Ronald Grant and George F. Crikelair 


A sinus to the face from the upper jaw is 
relatively uncommon and a differential diag- 
nosis must include salivary fistula, actinomy- 
cosis and the other granulomas. The literature 
mentions the site of dental fistulas, the most 
common being the oral cavity, the maxillary 
sinuses, the floor of the nose and the face on or 
about the mandible. A case is reported of a 
white male student with a chief complaint of 
a salivary fistula. A surgical procedure had 
been carried out for the repair of the fistula 
but two weeks postoperatively the wound broke 
down and again began to discharge. A sialo- 
gram revealed no evidence of communication 
between the duct of the gland and the fistula. 
Intraoral roentgenograms indicated chronic 
periapical abscesses involving the maxillary 
bicuspid teeth. These teeth were removed and 
there was spontaneous closure of the fistulous 


opening five days postoperatively. 


AUTOPLASTY OF ENUCLEATED 
PREFUNCTIONAL THIRD MOLARS 
Harland Apfel 


The immediate autogenous replacement of im- 
portant teeth with live prefunctional third 
molars in “teen aged” patients, has met with 
enough success in preventing the collapse of 
the dental arches to warrant further investiga- 
tion. The tooth supporting alveolar bone should 
be free from paradentosis and acute infection. 
Roentgenographic examination should reveal a 
third molar, little as or no larger than the first 
molar it is to replace. The third molar’s roots 
should have started development to a point 
of bifurcation. Gentian violet is used to iden- 
tify the operculum over the third molar. The 
primary incision extends mesially along the 
buccal surface of the alveolus to the region of 
the first bicuspid where it is deflected towards 
the mucobuccal fold. The second incision ex- 
tends toward the linguogingival crest. A tri- 
angular piece of mucoperiosteum is left just 
distal to the second molar, which is the oper- 
culum and is attached to the underlying third 
molar follicle by its original dental cord or 
gubernaculum. Sufficient distal and buccal 
bone is removed from the third molar area 
to allow complete enucleation of the dental 
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organ. The dental organ is allowed to tip back 
into its original crypt to await removal of the 
first molar and preparation of its new home. 
The diseased first molar is removed. All inter- 
septal bone and lamina of bone lining the 
socket including a small portion of the lingual 
crest of bone are removed. The enucleated third 
molar is then lifted from its original crypt 
and carefully lowered into its new home in 
such a way as to allow the operculum to re- 
place the neck of the first molar. The gentian 
violet dot now identifies the mesial of the 
enucleated tooth. The wound is closed and an 
acrylic splint is made to fill the space formerly 
occupied by the first molar crown. As the third 
molar makes oral appearance, the splint is 
cut away to allow occlusal growth. Tooth 
structure will continue to grow and form its 
new long crypt followed by root and pulp 
development. 


TEMPOROMANDIBULAR ANKYLOSIS 
James B. Smith 


-’ Intra-articular ankylosis may result from 

union of the condyle of the mandible with 
’ the glenoid fossa of the temporal bone. 
Extra-articular ankylosis results from scar 
tissue binding the mandible to the zygoma 
or the maxilla. It may also be due to a bony 
union of the coronoid process of the mandible 
to the zygoma following penetrating wounds of 
the side of the head. Approximately one half 
; of all cases of temporomandibular ankylosis 
; occur before the age of 10 years but the usual 
: age of the patient at time of treatment is 20 
to 30 years. Trauma to the chin with or with- 
out fracture of the mandibular condyles and 
acute infection about the teeth and temporal 
regions with abscess formation seem to account 
for most cases of ankylosis. Any inflammatory 
process or injury severe enough to produce 
granulation tissue within the joint space will 
; destroy the joint cartilage and result in 
ankylosis. If the ankylosis began during in- 
fancy or at any time up to full development 
of the mandible at about 15 years of age, 
there will be severe or moderate facial de- 
formity and the teeth generally will be hope- 
lessly carious. If ankylosis develops after 15 
years of age, however, little or no disturbance 
in the shape of the mandible will be found. 
Arthroplasty in ankylosis of the temporo- 
mandibular joints consists of removal of a sec- 
: tion of the ascending ramus just below the 
ankylosed joint in order to create a form of 
flail joint. Interposition of flaps or foreign 
material is unnecessary and reunion will not 
occur if a section of ramus at least 2 cm. wide 
is removed. Special precaution must be used 
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in order to protect the facial nerve, which 
lies below and lateral to the section of 
mandible to be removed, and the internal 
maxillary artery, which lies medial to it. 


A NEW CONCEPT OF TREATMENT OF 
OSTEOMYELITIS OF THE MANDIBLE 
Orion H. Stuteville 


The tendency of osteomyelitis toward chron- 
icity is owing to the histologic or histo- 
chemical makeup of the bone. The course of 
osteomyelitis of the mandible can be shortened 
in two ways: 

1. The necrotic tissues can be removed 
with the surrounding normal overhanging 
bone, creating a cavity or saucerization which 
the soft tissue can be pressed into to eliminate 
the defect. 

2. Where the entire thickness of the 
mandible is involved or where sufficient bone 
is removed to produce deformity, the necrotic 
bone and granulation tissue can be removed 
and a metal plate applied to maintain the posi- 
tion of the bone fragments. Then the defect 
can be filled with pieces of cancellous bone 
removed from the ilium. 

There is no doubt that carly use of sulfo- 
namides and penicillin reduces the incidence 
of osteomyelitis; or after it has developed, 
prevents its extension. 

The surgical removal of the necrotic and 
overhanging bone permits the cavity to be 
filled in by soft tissue by means of pressure 
applied by the pressure dressing, thus pre- 
venting the collection of fluid in a dead space. 
Good circulation plus the administration of 
enough penicillin and sulfonamides to main- 
tain a blood level sufficient to prevent the 
growth of bacteria that remain in the sur- 
rounding tissue, permits healing to take place 
without infection. 


’ 
THE VALUE OF GINGIVAL BIOPSY IN 
THE DIAGNOSIS OF GENERALIZED 
AMYLOIDOSIS 

Irving Meyer 


Generalized amyloidosis is usually seen as a 
complication of a chronic suppurative disease 
such as tuberculosis, osteomyelitis, suppurative 
arthritis and syphilis. The disease is important 
clinically because it complicates the course of 
treatment of the underlying disease, and 
amyloidosis, per se, can be a direct cause of 
death. 

The diagnosis of generalized amyloidosis is 
often a difficult problem. Formerly, the classi- 
cal triad for diagnosis was (1) chronic sup- 
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puration; (2) hepatosplenomegaly; (3) 
albuminuria. The introduction of the Benn- 
hold Congo red test has proved invaluable as 
a diagnostic aid, but this test is not without 
limitation and hazards. Before the Congo red 
test was used, amyloidosis was diagnosed by 
tissue biopsy. However, liver and spleen biop- 
sies in humans are not without danger. Gin- 
gival biopsies for the diagnosis of amyloidosis 
were suggested by Selikoff in 1946. 

Four hunderd and fifty patients with pul- 
monary or osseus tuberculosis were studied 
with no known cases of amyloidosis present 
among them. Biopsies were performed at ran- 
dom on 20 patients who were undergoing 
routine dental extractions. Then all 450 pa- 
tients were subjected to a thorough screening 
for the presence of: (1) hepatomegaly or 
splenomegaly; (2) albuminuria; (3) lowered 
total serum proteins; (4) inverted albumin 
to globulin ratio. After this survey was com- 
pleted, 37 patients were selected as possible 
cases of amyloid disease. Gingival biopsies 
were taken from the alveolar crest, usually 
the interdental papilla, and were approxi- 
mately 3 by 5 mm. in size. This study sub- 
stantiates the findings of Selikoff and Robitzek 
that gingival biopsy can be of considerable 
value in the diagnosis of generalized amyloid- 
osis. The seven positive biopsies correlated to a 
large degree with the clinical, laboratory and 
autopsy data. 

On the basis of this study it is felt that there 
is no correlation between the extensiveness of 
the general amyloid distribution and the 
amount found in the gingivae. 


X-RAY PROTECTION IN DENTISTRY 
Albert G. Richards 


Overexposure of the human body to x-ray 
radiation can lead to unfortunate results; 
therefore certain precautions must be ob- 
served to provide adequate protection against 
excessive irradiation both for the operator and 
patient. In order to achieve protection against 
undue irradiation, the operator and all other 
personnel habitually in the region of the x-ray 
apparatus must observe two rules. 


1. Never stand in the path of the primary 
or useful x-ray beam. If the x-ray unit is in 
an adjacent room, be sure that the intervening 
wall is composed of 0.8 mm. of lead, or 0.17 
inch thick sheet steel, or 3% inches of brick 
or concrete. 

2. Distance alone will provide adequate 
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protection from the secondary or scattered rays 
which originate in the patient. 

Under no condition should the operator or 
any regular assistant hold a film packet in the 
patient’s mouth during an exposure. To reduce 
the amount of secondary radiation produced 
during an exposure, a diaphragm with a 
small aperture should be used. 

With dental x-ray units operating at po- 
tentials up to 70 kv.p. and 10 milliamperes, 
overexposure of the patient can be avoided by 
observing two precautions: (1) with a focal- 
skin distance of 8 inches, no more than 600 
ma.s. of exposure should be administered to the 
front or either side of the face within a period 
of two wecks; (2) if a given skin area receives 
an exposure of 600 ma.s. at one sitting, no 
additional exposure should be given that 
region for a period of two wecks. 

Whenever deep roentgen therapy is to be 
used in treating oral cancers, all teeth that will 
not be screened from the beam of radiation 
must be removed at least one week prior to 
the irradiation. Once treatment has been 
given, none of the teeth exposed to irradiation 
should ever be extracted. 


A ROENTGENOGRAPHIC STUDY OF THE 

PTERYGOPALATINE INJECTION FOR 

BLOCKING THE MAXILLARY NERVE 
Leonard Szerlip 


Locating the greater palatine foramen by pal- 
pation, the needle is inserted in the previously 
dried and surgically prepared tissue. The 
syringe is held at an angle of approximately 
60 degrees from the occlusal plane of the max- 
illary teeth, the long axis of the barrel being 
parallel to the sagittal plane of the head. The 
needle is inserted to a previously determined 
depth following the technic advocated by 
Jorgensen, If the needle has entered the 
greater palatine foramen and is in the pterygo- 
palatine canal, relatively little resistance ‘will 
be met in the insertion. The second division 
block is indicated when extensive anesthesia 
of the maxilla is necessary. 

Roentgenographic study reveals the fact 
that the point of the needle does not pene- 
trate the orbit, and also bears out the fact 
that the long axis of the pterygopalatine 
canal and that of the sagittal plane are parallel. 
The foramen is found approximately 15 mm. 
lateral to the median line, a more exact 
anatomic landmark in locating the foramen 
than the recommended relationshp of the 
teeth to the foramen. 
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Alderman, Samuel G., Folkston, Ga.; South- 
ern Dental College, 1913; died November 
4; aged 59. 

Allen, Clarence J., Seattle; Dental Depart- 
ment, Meharry Medical College, 1914; died 
November 3; aged 55. . 

Ammons, Earl F., Tulsa, Okla.; School of 
Dentistry, University of Pittsburgh, 1916; 
died November 18; aged 63. 

Bantle, Leo P., St. Paul; Dental School, North- 
western University, 1919; died November 
14; aged 62. 

Bast, Joseph D., Cherryvale Kan.; Western 
Dental College, 1918; died November 15; 
aged 55. 

Birenbach, Samuel, New York; New York 
College of Dentistry, 1917; died November 
25; aged 53. 

Borchers, Frederick J. T., Sioux City, Iowa; 
Dental School, Northwestern University, 
1902; died November 18; aged 77. 

Bowyer, Arthur D., Milwaukee; Cincinnati 
College of Dental Surgery, 1899; died No- 
vember 15; aged 75.: 

Bresee, Frank R., Milwaukee; Dental School, 
Marquette University, 1910; died November 
6; aged 63. 

Brooks, John E., Brinkley, Ark.; Dental De- 
partment, Meharry Medical College, 1918; 
died October 21; aged 57. 

Byrnes, William J., Pittsfield, Mass.; School 
of Dentistry, University of Pennsylvania, 
1908; died December 1; aged 65. 

Cain, James R., Ortonville, Minn.; College 
of Dentistry, University of Minnesota, 1903; 

_ died November 17. 

Chandler, Benjamin C., Barberton, Ohio; 
Ohio College of Dental Surgery, University 
of Cincinnati, 1889 ; died November 5; aged 
82. 

Colvin, Ernest M., Washington, D. C.; School 
of Dental and Oral Surgery, Columbia Uni- 
versity, 1900; died November 18; aged 79. 

Courts, Frank F., New Iberia, La.; School of 
Dentistry, Tulane University, 1912; died 
November 26; aged 63. 

Dalzell, William G., Shreveport, La.; Balti- 
more College of Dental Surgery, 1895; died 
November 4; aged 83. 

Denbow, Carl K., Columbus, Ohio; College of 
Dentistry, Ohio State University, 1915; died 
November 11; aged 58. 

DeRome, Raphael A., Bassett, Wis.; Chicago 

College of Dental Surgery, 1914; died De- 

cember 15; aged 59. 


DeWitt, Allen L., Tyler, Texas; Louisville 
College of Dentistry of Centre College, 
1906; died November 25; aged 68. 

DeWitt, Homer S., Redondo Calif.; died No- 
vember 6; aged 84. 

Dill, Roger, Robinson, Ill.; died November 4; 
aged 29. 

Dolphin, William J., Darby, Pa.; School of 
Dentistry, University of Pennsylvania, 1927; 
died November 13; aged 47. 

Dudley, James R., Olean, N. Y.; School of 
Dentistry, University of Buffalo, 1902; died 
November 18; aged 69. 

Elliott, William J., Turtle Creek, Pa.; Pitts- 
burgh Dental College, Western University 
of Pennsylvania, 1905; died November 27; 
aged 82. 

Forester, Fred L., DuQuoin, IIl.; Dental 
School, Northwestern University, 1910; died 
November 15; aged 62. 

Friedman, Andrew R., Evansville, Ind.; Indi- 
ana Dental College, 1900; died November 
12; aged 76. 

Genung, Frank H., Moultrie, Ga.; Philadel- 
phia Dental College, 1902; died November 
7; aged 80. 

Gibson, J. Luther, Laurinburg, N. C.; Atlanta 
Dental College, 1904; died December 2; 
aged 75. 

Gillotte, Anthony, Chicago; Texas Dental 
College, 1933; died November 26; aged 45. 

Goldberg, Edward H., Bennettsville, S. C.; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1894; died November 
11; aged 75. 

Graham, Earl E., Colorado Springs, Colo.; 
Chicago College of Dental Surgery, 1919; 
died in December; aged 56. 

Gross, Louis, Allentown, Pa.; Philadelphia 
a College, 1925; November 20; aged 
48. 

Gutelius, William H., Ocean Grove, N. J.; 
died November 17; aged 66. 

Haynes, Robert V., Henderson, Texas; died 
November 7. 

Herrington, Charles R., Sunbury, Pa.; School 
of Dentistry, University of Pennsylvania, 
1907 ; died November 26; aged 66. 

Higaki, Masuichi, San Francisco; College of 
Dentistry, University of California, 1910; 
died November 10; aged 69. 

Holland, Nathaniel T., Clayton, N. C.; Dental 

Department, Medical College of Virginia, 

1902; November 12; aged 76. 
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Holliday, Pope B., Athens, Ga.; Atlanta 
Southern Dental College, 1919; died Oc- 
tober 31; aged 60. 

Holmes, Clayton S., Lubec, Me.; School of 
Dentistry, Temple University, 1908; died 
November 27; aged 65. 

Jacobs, S. Robert, San Francisco; died No- 
vember 23; aged 82. 

Kaminester, Irving C.; Brooklyn; New York 
College of Dentistry, 1917; died November 
22; aged 55. 

Kent, Harold A., Boston; Dental School, Har- 
vard University, 1919; died December 10; 
aged 55. 

Kiely, Arthur W., Evansville, Ind.; School 
of Dentistry, University of Louisville, 1918; 
died November 13; aged 53. 

Lake, George C., Tyrone, Pa.; Pittsburgh Den- 
tal College, Western University of Penn- 
sylvania, 1901; died December 3; aged 74. 

Leonard, John H., Brockton, Mass.; Dental 
School, Tufts College, 1911; died November 
1; aged 66. 

Linnemann, John W., South Orange, N. J.; 
School of Dentistry, University of Penn- 
sylvania, 1930; died December 2; aged 44. 

McConnell, Daniel E., Gastonia, N. C.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1897; died November 12; 
aged 79. 

McCormick, Ivor B., Roswell, N. M.; died 
October 28; aged 69. 

McKee, Joseph E., Lathrop, Mo.; Kansas 
City Dental College, 1894; died November 
4; aged 81. 

Mendlick, Charles R., Kansas City, Mo.; died 
November 20; aged 56. 

Meredith, Jesse L., Chicago; Chicago College 
of Dental Surgery, 1913; died November 
30; aged 56. 

Miller, Karl L., Dayton, Ohio; Ohio College 
of Dental Surgery, University of Cincin- 
nati, 1925; died December 3; aged 49. 

Moulton, Louis I., Concord, N. H.; Penn- 
sylvania College of Dental Surgery, 1897; 
died November 18; aged 82. 

Murdock, Frederick L., Meriden, Conn.; died 
in October; aged 87. 

Nelsen, Minnie M., Newell, Iowa; College of 
Dentistry, University of Iowa, 1917; died 
October 29; aged 57. 

Nevin, Mendel, Brooklyn; New York College 
of Dentistry, 1907; died November 8; aged 
69. 

Norman, Clarence W., Seattle ; School of Den- 
tistry, North Pacific College of Oregon, 
1929; died October 7; aged 47. 

Ochs, William A. C., Mankato, Minn. ; School 
of Dentistry, Georgetown University, 1913; 
died November 29; aged 60. 


DEATHS . . . VOLUME 42, MARCH 195! © 3465 


Rice, Hagbart J., Thief River Falls, Minn.; 
Chicago College of Dental Surgery, 1901; 
died November 21; aged 77. 

Ross, Lewis L., Newport, Ky.; Ohio College of 
Dental Surgery, University of Cincinnati, 
1896; died November 22; aged 75. 

Roubert, Lester N., Chicago; Chicago College 
of Dental Surgery, 1918; died October 3; 
aged 55. 

Russell, William R., Stockton, Ill; Chicago 
College of Dental Surgery, 1895; died No- 
vember 11; aged 81. 

St. Clair, Marvin, Bonesteel, S. D.; Dental 
Department, University College of Medi- 
cine, 1904; died November 27; aged 71. 

Schaffner, Julius M., Chicago; Chicago Col- 
lege of Dental Surgery, 1919; died Novem- 
ber 24; aged 59. 

Schmidt, Paul A., Nuagola, Pa.; Dental 
School, Northwestern University, 1934; died 
May 21; aged 55. 

Scudder, Rhodin C., Los Angeles; School of 
Dentistry, University of Pennsylvania, 1899; 
died November 15; aged 77. 

Short, Charles A., Seattle ; School of Dentistry, 
North Pacific College of Oregon, 1900; died 
November 9; aged 73. 

Simonson, Carl M., Albert Lea, Minn.; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1896; died December 3; aged 
79. 

Smith, A. Malcolm, Tampa, Fla.; School of 
Dentistry, Vanderbilt University, 1917; 
died November 10; aged 55. 

Smith, Cecil R., Burlingame, Calif.; College 
of Physicians and Surgeons, 1928; died No- 
vember 26; aged 50. 

Smith, George C., Chicago; died October 7. 

Starr, Kirby W., Newnan, Ga.; Atlanta Dental 
College, 1907; died July 31; aged 68. 

Stuttmeister, William O., San Francisco; died 
November 25; aged 88. 

Surabian, Mihran, Newton Center, Mass. ; 
Dental School, Tufts College, 1918; died 
November 29; aged 62. 

Thomas, Walter H., Lincoln, Neb.; Lincoln 
Dental College of Cotner University, 1913; 
died November 29; aged 61. 

Thompson, Howard G., Chicago; Chicago 
College of Dental Surgery, 1921; died Oc- 
tober 8. 

Towner, William A., Brewster, N. Y.; College 
of Dental and Oral Surgery, 1919; died 
December 13; aged 63. 

Tuckey, Harry A., Orland, Calif.; College of 
Dentistry, University of California, 1913; 
died November 25; aged 61. 
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Ninety 
Ninety- 
Ninety 


State 
Alabama 


Alaska 
Arizona 


Arkansas 
California 


S. California 
Colorado 
Connecticut 


Delaware 
District of Columbia 


Florida 


Georgia 
Hawaii 


Idaho 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 


Minnesota 


Mississippi 
Missouri 


Montana 
Nebraska 


Nevada 

New Hampshire 
Jersey 

New Mexico 


New York 
North Carolina 


North Dakota 

Ohio 

Oklahoma 

Oregon 

Panama Canal Zone 
Pennsylvania 
Puerto Rico 

Rhode Island 
South Carolina 


South Dakota 
Tennessee 


Announcements 


AMERICAN DENTAL ASSOCIATION 


-Second Annual Session Oct. 15-18, 1951 Washington, D. C. . : 
Third Annual! Session Sept. 8-11, 1952 St. Louis 
Fourth Annual Session Sept. 28-Oct. 1, 1953 Cleveland : 
MEETINGS OF STATE SOCIETIES ‘ 
Date Place Secretary Address . 
April 16-18 Birmingham G. W. Matthews , 1922 Tenth Ave., S., 
Birmingham 
{j Gey Box 915, Juneau 
April Tucson i. G. Dew olf — National Bank Bidg.. 
ucson 
April 8-11 Litule Rock D. M. Hamm White Bidg., Clarksville 
April 16-18 San Francisco L. R. Ludwigsen 450 Sutter St., 
San Francisco 
April 2-4 Los Angeles C. A. Moss 1401 S. Hope St., 
Los Angeles 
Oct. 1-4 Colorado Springs R.A. Downs 724 Republic Blidg.. 
Denver 2 
April 25-27 New Haven E. S. Arnold 37 Linnard Rd.., 
W. Hartford 
S. J. Krygier 309 S. State St.. Dover 
Mar. 11-14 Washington K. H. Wood 202-1835 Eye St., N. W., 
Washington 
April 29-May 2 Hollywood L. M. Schulstad Professional Bldg., 
Bradenton 
J. M. Heard, Jr., Persons Bidg., Macon 
Sept. 27-29 Kailua J. H. Dawe 810 N. Vineyard St., 
Honolulu 17 
Lewiston H. M. Klaaren Breier Bidg., Lewiston 
May 7-10 Peoria P. W. Clopper 623 Jefferson Bidg., Peoria 2 
May 21-23 Indianapolis E. E. Ewbank Kingman 
May 7-9 Des Moines H. I. Wilson 639 Insurance Exchange 
Bidg., Des Moines 
May 6-9 Wichita F. A. Richmond Brotherhood Bldg., . 
Kansas City 
April 2-4 Louisville A. B..Coxwell 1976 Douglass Bivd., 
Louisville 
April 26-28 New Orleans J. S. Bernhard 407 Medical Arts Bidg.. 
Shreveport 
June 28-30 Rockland F. P. Gilley 31 Central St., Bangor 
May 7-9 Baltimore E. L. Pessagno, Jr. 415 Medical Arts Bidg.. 
Baltimore 1 
April 29-May 2 Boston H. E. Tingley 12 Bay State Road, Boston 
April 16-18 Detroit F. Wertheimer Michigan Dept. of Health, 
nsing a 
Cc. V. E. Cassel 242 Lowry Medical Re 
Arts Bide. St. Paul 
April 29-May 2 Jackson H. M. Campbell Tupe 
April 1-4 St. Louis R. Rhoades 201 , = Bank Bidg.. 
Jefferson City 
May 3-5 Billings C. S. Renouard 304 Phoenix Bidg., Butte 4 
May 14-16 Lincoln F. A. Pierson Federal Security Bidg., g 
Lincoln q 
June 1,2 Reno W. R. ll Medical Arts Bidg., Reno 4 
F. E. Williams 814 Elm St., Manchester 4 
April 11-13 Atlantic City J. G. Carr 407 Cooper St.. Camden 3 : 
May 21-23 Santa Fe J. S. Eilar Suite 7, Medical Arts Square, ; : 
Albuquerque +? = 
May 7-11 Buffalo C. A. Wilkie 1 Hanson Place, Brooklyn 
April 30-May 2 Pinehurst B. N. Walker Liberty Life Bldg., 
Charlotte 
May 17-20 Grand Forks k H. Lunday Fargo 
Nov. 25-28 Cleveland G. Jones 185 e. State St., Columbus 
April 15-18 Oklahoma City R. C. Calkin 10944 W. Oklahoma, 
Guthrie 
Mar. 3-5, 1952 Portland H. C. Fixott, Jr. 308 Selling Bidg., Portland 
O. Slavin Box 415, Balboa 
Sept. 11-14 Pittsburgh M. D. Zimmerman 217 State St., Harrisburg 
£%; Suarez Box 3863, Santurce 
L. Biderman 144 Westminster St., 
Providence 
May 6-8 Charleston a R. Owings 201 E. North St., Greenville 
May 20-22 Watertown W. Elmen Sioux Falls 
May 7-9 Nashville E. J. Justis Exchange Bidg., Memphis 
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State 


Texas 

Utah 
Vermont 
Virginia 
Washington 


West Virginia 


Wisconsin 
Wyoming 


Florida 
Georgia 
Hawaii 
idaho 


IMinois 
Indiana 


Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 


Minnesota 


Rhode Island 
Seuth Carolina 


South Dakota 
Tennessee 


Date 
April 30-May 3 


May 20-22 
April 9-11 


July 16-18 
Mar. 27-29 


Date 


June 18 
Aug. 6-11 


June 25-28 


June 18-22 
June 19.23* 


July 9-14* 


— 26-29 
une 19-22 


May 21-25* 


une 6 
une 4-8* 


jane 


une 

une 18, astt 
une 25, 26tt 
une 27-29%* 
June 25 


= 9-12 
une 25-29 


May 21-23t and 
May 22t 

June 4-61 and 
une 18-20¢ and 


une 
une 21-23** 


June 18 


Place 


San Antonio 
Ogden 


Woodstock 
Richmond 


White Sulphur 
Springs 
Milwaukee 


Place 


Birmingham 
Ketchikan 


Denver 
Hartford 


Chicago 
Indianapolis 
lowa City 


Kansas City 
Louisville 


Boston 


Boston 

New York 
Philadelphia 
Trenton 
Raleigh 


Fargo 
Columbus 


Pittsburgh 
Philadelphia 
Philadelphia 


Columbia 


ANNOUNCEMENTS . 


Secretary 
W. Ogle 
B. P. McBride 


J. A. Larrow 
J. E. John 


C. R. Flood 
A. B. Drake 


R. A. Mason 
T. J. Drew 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Secretary 


M. D. Edwards 
J. H. Geyer 

R. K. Trueblood 
H. O. Weatherly 
K. I. Nesbitt 


W. D. McCarthy 


C. G. Brooks 
Recorder 

P K. Musselman 
W. M. Falls 


A. W. Kellner 
R. C. Coleman 


H. L. Houvener 
F. L. Luce 


W. A. McKee 
(C. A. Frech 


H. M. Willits 
G. L. Teall 
R. I. Todd 


A. R. deNux 
R. A. Derbyshire 
W. D. Day 


J. C. Wilson 
J. L. Champagne 
F. A. Larson 


. C. Boswell 
. R. Rhoades 


P. M. Feda 
C. A. Bumstead 
G. C. Steinmiller 
. B. Brown 
A. Wilson 


. J. Clarke, Sr 
. W. Beier 
F. O. Alford 
A. B. Crabtree 
E. D. Lowry 
N. D. Griffith 
A. F. Davis 
Exec. Secy. 
R. E. V. Miller 


F. M. Hackett 
E. G. Bumgardner 


R. W. Ellis 
F. S. Maxey 
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Address 
310 N. Ervay St., Dallas 
Medical Arts Bidg., 
Salt Lake City 
Middlebury 
804 Medical Arts Bidg., 
Roanoke 
1130 Medical-Dental 
Bidg., Seattle 1 
508 West Virginia Bldg.. 
Huntington 1 
964 N. 27th St., Milwaukee 
State Capitol, Cheyenne 


Address 


120 Adams, Montgomery 
Juneau 

25 N. Second Ave., Glendale 
20S Halter Bidg., Conway 
507 Polk St., 

San Francisco 2 

724 Republic Bidg., 

Denver 2 

302 State St., New London 


143 W. Main St., Newark 
1801 Eye St., N. W., 
Washington 6 

P. O. Box 155, Hollywood 
State Capitol Bldg., 
Atlanta 3 

7-8 Pantheon Bidg., 
Honolulu 

510 First National 

Bank Bidg., Boise 

503 Wood Bidg., Bentcn 
Gary National Bank Bidg., 


ary 
719 Roshek Bidg., Dubuque 
Hiawatha 
Western Union Bldg., 
Richmond 
Marksville 
Box 387, Skowhegan 
3811 Hadley Square E., 
Baltimore 18 
33 State House, 
Boston 
3714 W. McNichols Road, 
Detroit 21 
1632 Washington St., N. E., 
Minneapolis 
508 Lamar Bldg., Jackson 
Central Trust Bidg., 
efferson City 

»x 865, Helena 
924 Stewart Bidg., Lincoln 
Masonic Temple, Reno 
5 N. State St., Concord 
150 E. State St., Trenton 8 


Artesia 

23 S. Pearl St., Albany 7 
1109 Liberty Life Bidg., 
Charlotte 2 

Ellendale 

79 E. State St., Columbus 
509 Medical Arts Bidg., 
Oklahoma City 2 

306 Public Service Bidg., 
Portland 

Northampton National 
Bank Bidg., Easton 


State Office Bldg., 
Providence 

1517 Hampton St., 
Columbia 

Salem 

804 Bennie Dillon Bldg. 
Nashville 3 
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R. T. Webe 312 Capital National Bank 
h . J. Dalpi elper 
Red Windsor 
Virginia June 12 Richmond J. M. Hughes 715 Medical Arts Bidg.. 


Richmond 19 


waepanaten une 18-22 Seattle d: B. Kiefer, Jr. 510 Cobb Bidg., Seattle 
West Virginia = 28-27 West Liberty . A. Laughlin = presty Bidg., 
rksDurg 
Wisconsi 18* Milwaukee S. F. Donovan Tomah « 
Wyoming W. J. Ryan 208 Boyd Bidg., Cheyenne 


*Dentistry and dental hygiene. **Written examinations. 
tDental clinical examinations. ttClinical examinations. 

tDental hy giene clinical examinations. ttHygienists’ examinations. 
§Dental examinations. 


OTHER MEETINGS 


Name Date City Address 


Academy of Sonteee Pros- April 30-May 6 Washington, I. L. Furnas 928 Silverado St.. 
theti 9 D.C. Secy. La Jolla, Calif. 


American Academy of June 22-24 Atlantic City. M. Greenhut 124 E. 84th St. 
Denta! Medicine - N. J. Seep New York 28 


American Association Apri! 27, 28 Philadelphia R. 
for Cleft Palate Cc 
Rehabilitation 


American Association Mar. 17-19 French Lick , Baltimore College of Dental! 
of Dental Schools Springs, Ind. Secy. Surgery. Dental School, 
University of Maryland, 

Baltimore 1 


Secy. or Chm. 


L. Harding 813 N. Second St., ‘ 
hm. Harrisburg, Pa. 


American Association of April 24-26 Atlantic City, F. J. Walters 4068 Federal Security Bidg., 
Industrial Dentists, N, J. Secy. South, Washington 25, D. C. 
Annual Meeting 


American Association of Apri! 25.26 Louisville, G. R. Moore 919 Oakland Ave., 
Orthodontists, Annual Ky. Secy. Ann Arbor, Mich. 
Meeting 


American Board of Oral Apri! 7-10 Chicago L. M. FitzGerald 718 Roshek Bldg.., 
Surgery Secy. Dubuque, lowa 


American Sontas Society Aug. 1-4 Lausanne, F. D. Derrick 140 Park Lane, 
of Europe Switzerland Secy. London, W.1. 


American Public Health Oct. 29-Nov.2 San Francisco R. M. Atwater 1790 Broadway, 
Association, Annual Exec. Secy. New York 19 
Meeting 


International Academy May !6 New York 1. G. Tomack 355 E. 149th St., 
of Anesthesiology Exec. Secy. New York 55 


International Association Mar. 17-19 French Lick E. H. Hatton 311 E. Chicago Ave., 
for Dental Research Springs, Ind. Secy. Chicago 11 


National Board of Apri! 9. 10 ShailerA. Peterson 222 E. Superior St., 
Dental Examiners Secy. Chicago 11 


New England Dental Sept. 26, 27 Boston A. R. Wilson 43 Farmington Ave.. 
Society, Annual Meeting Secy. Hartford 5 


Mar. 5, 6 New York O. Jacobson 35 W. 81st St., 
Secy. New York 7 


Northwest Conference Apri! 8-15 Sun Valley, 
in Dental Medicine, Idaho 


Eighth Annual Meeting 


xec. Secy. 


Pacific Coast Dental June 25-28 Seattle C. R. Flood 605 Medical-Dental Bldg., 
Conference (Eighth) Secy. Seattle 1 
Southeastern Society of Mar. 2, 3 New Orleans G. W. Matthews 1922 Tenth Ave., S., 
Oral Surgeons, Second Editor Birmingham, Ala. 


Annual Meeting 


Southern Academ Mar. 24, 25 Atlanta, R. H. Roux, Jr. 112 W. St., 
Oral Surgery, First Ga. Secy. 
A 
Th P. Hi Mar. 25-28 Atlanta, T. Morrison, Sr. 490 Peachtree St., N. E., 
Mid-Winter Clinic, Ga. Gen. Chm. Atlanta, Ga. 


Thirty-Ninth Annual 
Meeting 


; 
§ 
| 
Northeastern Society of 
Orthodontists, Annual 
1 Meeting 
| 


Whitten amd 
edited for You 
| 


The JOURNAL of ORAL SURGERY is packed with practical 
articles for the general practitioner as well as the specialist. This 


! informative, well-illustrated Quarterly is devoted to 
“the art and science of oral surgery,” contains invaluable 
scientific articles, case reports, queries and comments, 
/ current literature, reviews and announcements. 


/ Send in your subscription TODAY. 
j Only $5.00 per year. 


Subs —- Department, AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street, Chicago 11, Illinois 
Please enter my subscription to the JOURNAL OF ORAL SURGERY 


for one year at $5.00. My remittance is enclosed. 


Name 


(Please type or print) 


Addr 
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Ask your dealer for your copy he Out 
Of stock, write to ws ond we will vend one 


by return ma! 


A-28 
The Modern, Pleasant Way to Practice Dentistry a 
Certainly — the dentist sh 
FKL itt operating in the seated position — 
CRS Chair is the answer, 
F ¥ fort. The foot rest and multiple ad- 
Bie * 1 
Fp 
Childs Manufacturing Company 


THERM: 7 SPRAY 


REG. U.S. PAT. 


... . directing its fine atomized, 
water spray upon bur, diamond and 
other abrasive instruments. 


abolish frictional heat... 
remove debris from cavity... avoid 
thermal shock . . . eliminate anes- 
thetic in many instances . . . provide 
clear visibility ... divert patient's 


attention. 
OPERATED BY PATIENT 
Therm « ix Atomizer fits your sprey bottle, 
and is connected by rubber tubing be peren 
attachments. Patient presses oir cut~- w 
OPERATED sy DUAL CONTROL feeling pain or upon your direction. 
Equi gral port of your unit. 
Synchronized with your engine, spray sterts ond 
stops only with foot controller. ‘ov moy crecte mouth 
spray independently of potient, or potient may por- Does not flood 
ticipate by pressing his hond-switch, or spray moy saliva ejector unnecessary. No 


debris ground into tooth 
structure. Prolongs efficiency 
of bur, diamond, stone, disc 
and other abrasives. 

] Spray attachments quickly snap 
on or off contra-angle or straight 
handpiece—are small and un- 

cumbersome —do not interfere 

with your technique. 
NOTE: Your Therm - Ex Spray may 
be converted to Dual Control in a 
matter of minutes by ordering neces- 
Sary accessories. 
*Full information and illustrated literature 
from your dealer or by writing Hanan. 


HANAU ENGINEERING COMPANY, INC. 


1233 MAIN STREET BUFFALO 8, N. Y. 
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A NEW 
SERVICE 


A Quarterly Cumulative 


INDEX TO 
DENTAL LITERATURE 


in the English Language 


Each issue after the first con- 
tains all the material of the 
preceding issues. A handy ref- 
erence for everyone who has 
occasion to refer to dental liter- 
ature. 


Sold on a subscription basis 
for $30 a year. Additional sub- 
scriptions to the same sub- 


scriber, $15. 


Use the handy coupon to 
send in your order today .. . 


Subscription Department 
AMERICAN DENTAL ASSN. 
222 E. Superior Street 
Chicago Illinois 

Enter my subscription to the Quarterly 
Cumulative Index to Dental Literature at 
$30 per year. Remittance enclosed. 


A NEW Catalog of 


COLUMBIA 
DENTOFORMS 


from 


“The House of 
A Thousand Models’’ 


hether you are a practitioner seeking 
in a clinician 
interested in postgraduate instruction, or 
a teacher in a dental college, you will find 
the New 20-Page Catalog of Columbia 
Dentoforms a valuable guide to dental 
models for nearly every purpose. 


Starting with one small model 30 years 
ago, made for demonstrating removable 
bridge precision attachment technic, Co- 
lumbia Dentoforms today number more 
than a thousand. Practically every one of 
these Dentoforms was made at the request 
of members of the dental ession to 
meet some educational or for use in 
—— or demonstrating technics. This 
New Catalog, the first since 1939, in- 
cludes many of the new Dentoforms added 
in the intervening years. 


Write for Your Copy Today! 
COLUMBIA DENTOFORM CORPORATION 


Also Headquarters for Brown Attachments 
131 East 23rd St. New York 10, N.Y. 
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Samuel Charles Miller 
Textbook of Periodontia 


NEW 3rd EDITION 


1 out of 2 cases have periodontal involvement. 


Here is an extremely practical and 
workable guidebook for the dental 
practitioner and student. It answers in 
a clear, concise and readable manner 
the questions about the most trying cases 
of periodontia met in daily practice. 

Teckaiguns are complete and are 
presented in step-by-step form, making 
the book a “how-to-do-it” guide to diag- 
nosis and treatment. Detailed meth 
for the equilibration of occlusion are in- 
cluded along with complete discussions 
of instrumentation for conservative and 
surgical treatment of periodontal 
pockets 

A virtual encyclopedia on periodon- 
tia, it contains complete indexes, a 
glossary, and many illustrations. All 
material is easy to find, easy to read, and 
easy to use. 

Here’s What One Reviewer Says: 

“will do much to elevate dentistry to its logical plane 
as @ branch of health service. This book cannot be too 
highly recommended to dental practitioners, both en 
and old. In fact, no practitioner who is worth his sal 


can afford to be without this magnificent text." 
Dental Items of Interest 


586 Illustrations — 900 Pages — $11.50 


Use This Handy oon. To 
Order Your Copies Today! 
(Prices Same in U.S. and Canada: 
In Canada—Write—105 Bond Street, 
Toronto 2, Canada) 


Newest Techniques. Latest Procedures. 
Two Outstanding Blakiston Dental Books! 


Operative Dentistry 
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BLAKISTON DENTAL BOOKS 


McGehee, True, 
and Inskipp 


NEW 3rd EDITION 


A text-workbook meeting the needs of the 
modern practicing dentist and student. 

This new edition, which has been com- 
letely revised and rewritten, contains the 
atest information available on the diag- 
nosis, prevention, and treatment of the 
diseases of the enamel and dentin of the 
human tooth. All material is presented 
clearly, concisely and accurately in a 
logical step-by-step manner. 


How to use Gold Foil 


Of unusual value is the new section on 
the present-day concepts of the use of gold 
foil restorations. Written by Dr. True— 
a recognized authority on the use of gold 
foil—it is invaluable for those interested 
in improving their technique and in 
learning new methods of using this versa- 
tile material. 

Of special importance are the practical 
special and Separate 
section on root canal therapy and surgery, 
chapters on instruments and instrumenta- 
tion, the chair and operating itions, 
the arrangement and ideal working con- 
ditions of the dental office and the role of 
the dental assistant in operative dentistry. 


479 Illustrations — 699 Pages — $10.00 


The Blakiston J.A.D.A. 3-51 
1012 Walnut Street, Philadelphia 5, Pa. 
Please send me the following books. [] My 
check is enclosed; () charge my account. It 
is understood that you will credit my account 
in full for any book that | wish to return within 
10 days. 

0 Miller's Textbook of Periodontia—3rd Ed. 

—$11.50 


( McGehee, True & Inskipp's A Textbook 
<< Dentistry — 3rd Edition — 
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“Is it too late, Doctor?” 


Fortunately, it’s not too late for more 
and more Americans who are going to 
their doctors in time . . . at the first sign 
of any one of the seven danger signals 
which may mean cancer: (1) any sore 
that does not heal (2) a lump or thick- 
ening, in the breast or elsewhere (3) 
unusual bleeding or discharge (4) any 
change in a wart or mole (5) persistent 
indigestion or difficulty in swallowing 
(6) persistent hoarseness or cough (7) 
any change in normal bowel habits. 


By showing Americans what they can 
do to protect themselves and their 
families against cancer, the American 
Cancer Society is saving thousands of 
lives today. By supporting science and 
medicine in the search for the causes 
and cures of cancer, the Society hopes 
to save countless more tomorrow. To 
guard yourself, and those you love, 
against cancer, call the nearest office of 
the American Cancer Society or ad- 
dress your inquiry to “Cancer” in care 
of your local Post Office. 


American Cancer Society 
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Prices Reduced! 
FOR 30 DAYS ONLY! ORDER AT ONCE 


12 Chrome t Plated 
MIRRORS 


GUARANTEED BOILABLE 
Made in U.S.A. 


Only 


SIZES: 4-5-6 
Plane or Magnifying 


Same Quality in Depots 
$5.00 Dozen 


C Please send me 12 Mirrors Sizes. 


100 “STANDARD” Anesthetic TUBES—(Accepted A.D.A.) (Fomulas 2A and 1AB) § = 
Chrome Plated, U.S.A. Make, Right Angle for Doriot. ; 

Chrome Plated, U.S.A. Make, Contra Angle for Doriot 

Chrome Plated, U.S.A. Make, Doriot Hand Piece... 

Diamond Instruments—Nos. 1-2-7-18-25-26-32-35-75-76-87 . 

IMPORTED BURS Round or Inverted Cone 

IMPORTED BURS Cross Cut Fissure See 

IMPORTED FORCEPS (Chrome-Plated) 
(Numbers 15, 16, 18L, 18R, 32, 53L, 53R, 65, 69, 85, 88L, supiin 150, 151) 

18 Assorted Aluminum Trays (all good numbers)...... 
2 Jars Floss in Glass Containers (150 Yards) 

12 Carborundum Mounted Points (Assorted) 

2 Chrome Plated Cl ry 4 Saliva Ejectors 

2 Dozen Steel Disks (°/s”-%4’’-’4"") 

1 Bottle Surface (A.D.A. Accepted) 

6 Dozen Broaches 

200 No. 2 Record Cards, Size 4”x6” 

1 Amalgam Carrier (Chrome-Plated) 

4 Stainles Steel P. W. Explorers (3-6-17-23) 

6 Boxes Celluloid Strips 

§ Boxes Temporary Stopping. 

2 Boxes Linen Strips 

Box of S. S. White Poveda, ‘Shades 20-23-25 

30 Assorted Heatless Wheels (sizes 4 to 12) 

20 Books Articulating Paper " 


FREE—Modern Ball Point Pen—with $10.00 order—FREE! 


HURRY if you want any of these SENSATIONAL VALUES 
FILL IN AND MAIL AT ONCE—BEFORE IT IS TOO LATE 


STANDARD DENTAL Propucts Co. 
908 Chestnut St. Philadelphia 7, Pa. 


ABSOLUTE SATISFACTION or YOUR MONEY BACK 


A-33 
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Corporation, Dept. JJ-3, Milwaukee 14, Wisconsin. 


(DX gets a 
MOUTHFUL of INFORMATION 


| + 


With the CDX precise, clear detail is assured 
in every x-ray. Thanks to outstanding fea- 
tures such as the small focal spot of the Coolidge 
X-Ray Tube and exclusive Kearsley Stabilizer which 
holds tube current constant. 

And note this important point: Complete oil in- 
sulation — the most efficient cooling method ever 
developed — permits a small compact head. Elec- 
trically safe — unusually maneuverable. This in 
combination with the simplest control ever devised 
has made the CDX the choice of Dentists who de- 
mand consistent results without complicated technics. 

Ask your dealer to show you how the CDX can 
pay for itself — or write General Electric X-Ray 


GENERAL ELECTRIC 
X-RAY CORPORATION 
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OF COURSE YOU KEEP 
YOUR JOURNALS 


Then why not do it 
efficiently and inexpensively 
| by using 
See for yourself . . . take advantage A. D. A. JOURNAL 


Denicotea Holder to patients instead made especially to fit your ADA 
of banning smoking. Denicotea fil- JOURNALS, are now available in 
. | ters any cigarette — even filters the an attractive dark blue, and are de- 
filter cigarettes. You can actually see designed to conform with the 
the nicotine and tars trapped in the JOURNAL 's new format. 


efficient Denicotea Crystal Filter . . . - 
the poisons that can’t reach, can't They are sold in sets of two, each 


harm your mouth, teeth, gums — of which will hold a complete volume 
your nose, throat, sinuses—or lungs! (six issues). Numerals for the years 
1950-1959 are included with each 
set. These are white on a blue 


ground, and are on gummed paper. 
PRICE PER SET — 75c 


Order Department 
AMERICAN DENTAL ASSOCIATION 


Send for your Denicotes Holder, $1.45 222 E. Superior St., Chicago 11, Ill. 
postpaid, (regular price, $2.50) 
Longer Lady Denicotea Holder, $1.75 
postpaid, (regular price, $3.50) 


Write co Alfred Duohill, Dept. D-3 
660 Fifth Ave.. New York 19 


i Many doctors recommend the These cardboard cases, which are 
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f | of our Professional offer! FILING CASES 
After Nicotine and Tars aa 
— or in your potient! 
4 PROFESSIONAL INTRODUCTORY OFFER: 
No. Street 


Slluelopes* 


IMPROVE COLLECTIONS 


It’s easier and more convenient for 
patients to make remittances when- 
ever you send “Billvelopes.” A “Bill- 
velope” is BOTH a bill (or state- 
ment) and self-addressed, reply en- 
velope. Your patients simply enclose 
remittance - seal - and mail! “Bill- 


pn go need no addressing and not 
en postage—if you use a 
for sample TODAY. 


* Reg. U. S. Pat. Off. 


PROFESSIONAL PRINTING CO., INC. 
202-208 Tillary St., yn 1, N. Y, 6-3-1 
Gentlemen: Send me actual samples and 
all details on “Billvelopes” 


OUR PRICE: 1000 “Billvelopes” 
plain printed ... delivered $12.90 


DOLLARS COLLECTED ARE DOLLARS EARNED 


Dr. 
BUTLER 
TOOTH BRUSH “© 
Meets 
to fit your SSB the specific demands 
of the profession in 
every gn... 
ethical distribution ... 
recommendation variety . .. quality. 
teo-row adult size the ory peridental tooth 
brush for general use 
single. row orthodontic teaches in and around reg- 
three-row adult size for gum recession and some 
Pyorrhea cases. 
junior tworow for chiidren of wherever a 
smatier brush 1s mdicated. 
denture brush 2 new design for easy. ef- 
: herent denture cleaning 
stimelater tip 2 smooth. hard cone with 
: Butler tooth brushes are available in a wide range 
= of bristles and textures, including soft. 
Write for details. 
THE JOHN O. BUTLER COMPANY 


540 n. lake shore drive - 


BUTLER — the original TWO-ROW tooth brash 


chicoge HN, 
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A NEW PAMPHLET 
on 


ORTHODONTICS 


Produced by the Council on 
Dental Health after consulting 


rthodontics: with recognized authorities in 
the tield of orthodontics. Sam- 


j ple copy on request. 


Orthodontics answers many of the questions commonly asked by 
parents about the child who needs orthodontic care. It presents 
information on: 


Healthy and attractive teeth as an asset—Prevalence of maloc- 
clusion—Causes of malocclusion—Prevention or correction of 
malocclusion—Factors governing treatment. 


Prices: 25 copies $1.30; 50 copies $2.30; 100 copies $3.95 


Order Department 
AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street 

Chicago 11, Illinois 


Please ship me copies of Orthodontics 
Fill in at $__...... My remittance is enclosed. 
and 
Mail 


Today! 


Name: 
(Please Type or Print) 
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Coolidge and Hine- 
Periodontia 


Clinical Pathology and Treatment 
of the Periodontal Tissues 


By EDGAR D. COOLIDGE, D.D.S. 
Professor Emeritus of Therapeutics, Preventive 
Dentistry and Oral Hygiene, Chicago College of 
Dental Surgery, School of Dentistry, Loyola 
University, Chicago 
and MAYNARD K. HINE, D.D.S. 
Professor of Periodontia and Histopathology and 
Dean, Indiana University School of Dentistry, 
Indianapolis 

New! In this book the authors provide a 
text that will be most helpful in the study 
of the symptoms, diagnosis and treatment 
of periodontal diseases. Full discussions 
are devoted to gradual changes in soft 
tissue, pathologic conditions, trauma and 
home care. 


318 Pages. 378 Illustrations on 219 
Figures and 2 Plates in Color. $6.00 


Washington Square LEA & FEBIGER Philadelphia 6, Pa. 


Levy-Acrylie Inlays, 


Crowns and Bridges 


By IRWIN ROBERT LEVY, D.D.S. 
Formerly Director, American Training Institute; 


Chief of Dental Clinic, Big Sisters Organization, 
New York City; Assistant Dentist, Mt. Sinai 
Hospital; Author of “A Textbook for Dental 
Assistants” 

New! A definite need of the dental pro- 
fession has at last been filled by this book. 
It is a concise guide on procedure for 
those who use or want to use synthetic 
resins for restoring teeth. The material is 
based on the author’s successful experi- 
ence in this field and is filled with actual 
technics which the practicing dentist can 
use in his own office. The 151 illustrations 
consist of carefully chosen photographs 
showing actual technic, and line drawings 
made to bring out important points men- 
tioned in the text. 


128 Pages. 151 Illustrations. $3.75 


It's Better than you think— 
The E-Z MATRIX 


No Retainers necessary. Can be used 
with ANY type of Filling Material. 
Provides extreme visibility and free- 
dom of operation. 
Made of Stainless Steel. 

Write for Literature. 
Ask to see the NEW Anterior Matrix 


Sold by Better Dealers Everywhere 
Manufactured by 


UNION BROACH CO. INC. 


37 W. 20 Street New York I1, N.Y. 


TRITURATION 


DENTAL MIX 


PRICE ONLY 
$39.75 


* Patented prin- 
ciple in mortar 
and pestle 

¢ Fingertip power 
control 

Stroke adjust- 


An automatically 
operated mortar and 
pestle which gives 
you positive control 
of trituration. . . . 
Assures consistently 


uniform amalgam ment 

batches . . . in 10 Accurate Timer 
SECONDS. Good built-in 
looking . . . practi- + Convenient to 


cally noiseless. . use 

* Beautiful design 

* Three’ year 
guarantee 


UW. APPLIANCE 
MFG. CO. 


RACINE WISCONSIN 


. 
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THE WONDER SET OF ELEVATORS 


Before you extract another tooth ask for information on the 
WONDER Set of Elevators consisting of sixteen elevators, 6 
Pair Right and Left and 4 universal. The WONDER Elevator 
designs are founded upon a basic principle accepted univer- 
sally by the dental profession. There is no confusion with the 
WONDER Set as the method of application is comprehensible 
and the results conclusive. 

Price for the complete set, sixteen instruments—$75.00. 

Write for our catalog illustrating Wonder Elevators and other 
scientific products. Also be sure to observe our demonstration 
of Wonder Elevators at Dental Conventions throughout the 
country. Imitations are not duplications. 


FRIEDMAN SPECIALTY COMPANY 
7 So. Dearborn St., Chicago 3, ill. 


PREMIUMS BENEFITS 


EATH 
$25.00 weekly indemnity, accident and sickness 


$10,000.00 ACCIDENTAL DEATH $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15.000.00 ACCIDENTAL DEATH $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 ACCIDENTAL DEATH $32.00 
$100.00 weekly ity, accident and sickness Querterly 

Also — xp for bers, wives and children at small additional cost 

85c out of each $1.00 gross income used for members’ benefit 
$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
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THE 1951 
A. D. A. 
APPOINTMENT 


BOOK 


IS NOW 
AVAILABLE 


If you aren’t already on the 
standing order list, send in 
your order today. 


EXCLUSIVE FEATURES 


% A full week’s appointments at a glance 

% Patient recall system 

% Catalog of library books 

% Catalog of dental health educational literature 
% National holidays 

% List of acceptable local anesthetics. 

% List of certified dental materials 


Use This Order Blank 


American Dental Association 

222 E. Superior Street 

Chicago 11, Illinois 

Check the order you wish to place: 

[] Place my name on the standing order list to get the A.D.A. Appoint- 
ment Book regularly each year beginning with the 1951 edition and 
bill me for $1.50. I understand this order is cancellable at any time. 

[] Just send me a copy of the 1951 book and bill me for $1.50. 
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Dispensed for dentistry in 
1.8 ce cartridges. 2% solu- 
tion available without 
epinephrine; and with 
1:100,000 or 


XYLOCAINE 
HYDROCHLORIDE 


ASTRA 
(Brand of Lidocaine Hydrochloride) 


the new, quick-acting local anesthetic that 
cuts minutes from the time lag between injec- 
tion and onset of anesthesia. Anesthetic eff>ct 
is profound, widely diffused, and well within 
clinical ranges of tolerance. 


Bibliography sent upon request. 


ASTRA 


PHARMACEUTICAL PRODUCTS, INC. 
WORCESTER, MASS. U.S.A. 


SOLD THROUGH LEADING DENTAL SUPPLY HOUSES 
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“Of course, this book represents the best work in its field.” 
L.W.B., Professor of Oral Medicine 
University of Pennsylvania 


Thoma’s NEW THIRD EDITION 


ORAL PATHOLOGY 


With the fullest sense of responsibility and integrity to his profession, Dr. Thoma has extensively 
revised and rearranged the material in the Third Edition of ORAL PATHOLOGY. 


An enormous amount of new material, therefore, has been added to this edition and the new 
illustrations have been used to help correlate clinical signs with microscopic findings. The material 
has been so arranged that when used with the two-volume ORAL SURGERY the pathogenesis, 
diagnosis, histopathology and treatment of the known anomalies, diseases and tumors of the mouth 
and jaws are encompassed in the author's works. 


With the emphasis which today is justly placed on early recognition of malignancy, biopsy 
examination is ever becoming more important and more. popular. With this consideration, Dr. Thoma 
has tied in clinical aspects with his research findings—making the book equally valuable to the 
practitioner who is faced with the problem of diagnosis and to the pathologist upon whom he is so 
often dependent. 


The book is monumental in its proportions and vast in its scope—and covers every phase of 
pathology of the teeth, the jaws, and the oral mucosa. 


“It is all anyone could hope for in the way of a marvelous, com- 
prehensive text for our students in oral pathology.” 
M.A.M., Kansas City U. School of Dentistry 


By KURT H. THOMA, D.M.D., F.D.S., R.C.S. (Eng.) F.D.S., R.C.S., b.c. (Edin.) 
Professor of Oral Surgery, Emeritus and Brackett Professor of Oral Pathology, 
Harvard University; Honorary Professor of the Odontologic Faculty, San Carlos 
Uni ity, CG la; Member of Board of Consultation; Formerly Oral 
Surgeon and Chief of Dental Service, Massachusetts General Hospital. 1559 
pages, 1660 illustrations (78 in color) PRICE, $17.50. 


The C. V. Mosby Company ADA 3-51 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me: 
Thoma’s ORAL PATHOLOGY — Third Edition ($17.50) 
©) Enclosed find check. ( Charge my account. 


Name 


Address__ 


| 
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JELENKO 


CAST GOL 


Reg. U.S. Pat. Off. 


fin UMISURPRSSABLE 
Gold Color Cast Gold 


ELENKO NO. 7 Cast Gold has 
a Proportional Limit of 82,- 
000 lbs. per sq. in., heat treated. 
This is practically the maximum 
obtainable in a gold color cast- 
ing gold and assures the high 
strength and resiliency needed 
in a partial denture gold. 
Jelenko No. 7 also casts with 
sharp definition and is highly re- 
sistant to mouth discoloration. 


GOLD COLOR 
per dwt. $2.15 


R “cast in 
Jelenko No. 7” 


It Justifies 
Dentistry's Be- 
liefthat Nothing 
is too Good for 
the Human Mouth. 


ir. JELENKO «cw. 


Dental Golds and Specialties © 136 West 52nd St., New York 19, U.S.A, 


= 
% 
x 
Send Your Scrap to Jelenko. 


bur Guide to DENTAL HEALTH 


WRITE FOR YOUR SAMPLE COPY TODAY 


Discusses 27 subjects ot, 
concerning which ENTAL 


questions are HEALTH 


frequently asked: 


Why we have teeth Sodium fluoride Halitosis 

Structure and shapes Diet and nutrition Cold sore 

Primary teeth Dental caries Canker sore 

Permanent teeth Systemic conditions Cancer 

Dental hygiene Abscess Occupational hazards 
Dead tooth How to select a dentist 
Gingivitis Responsibilities of the dentist 
Vincent's infection X-ray examination 
Pyorrhea Artificial dentures 


Prices: 25 copies, $2.95; 50 copies, $5.00; 100 copies, $8.60 


Order Department, AMERICAN DENTAL ASSOCIATION 
222 E. Superior St., Chicago 11, Illinois 


Please send me ______. copies of Your Guide to Dental Health. 
My remittance of $__________ is enclosed. 


Name 


Please type or print 
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TOUGH... 


when you have to put out money, time and 
trouble for repairs of dentures broken because 


of lack of toughness of acrylic materials. 

But this is a waste you can avoid by using 
Luxene 44. Luxene 44 is not an acrylic plastic. 
It is a Vinylite* plastic and 


if’s TOUGH. 


tough enough to use even for delicate partials 
in which no other plastic could be successful. 


As for full cases, many dentists report that they 
have had no breakage — either from stresses 

in the mouth or accidents in handling — 

since they have been using Luxene 44. 

Make your cases “once and for all.” Use 
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Registered Trade Mark 


Let us tell you how your patients react to seeing 
this Reserve Plan sign in your Dental office. 


A POST-PAYMENT DENTAL PLAN 


Here is an ethical, efficient, economical proven credit plan in 
use by hundreds of doctors. The Reserve Plan is spreading 
everywhere in popularity. Every week new doctors are using 
this unique plan for their own benefit, as well as their patients. 
We purchase your patients’ notes. You receive cash. No red 


tape. Relieves all worries over credit and delinquent accounts. 
A life insurance feature in the plan protects both doctor and 
his patients without charge. 


MARK 
922 Walnut Street Kansas City 6, Missouri 
Assets over $1,000,000.00 
References: Commerce Trust Bank, Kansas City, Mo. — Better Business Bureau — Dun and Bradstreet 


For complete information without obligation mail this coupon TODAY! 


RESERVE PLAN INC. Dept, 13-3 
922 Walnut St., Kansas City 6, Missouri 

Please (call on me) (mail me information) about your plan for PURCHASING 
dental notes. The most convenient time to see me is between the hours of ___ 


the following days of the week... 
No obligation to me, of course. 


NAME 
ADDRESS 
CITY 
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is there a ‘Ul 


or a LET- 


behind your office door? 


What waits for you on the other side of 
the door, Doctor? A smart, colorful 
welcome to help start your day smoothly, 
keep it running right? Or will it be the 
same tired colors and weary surround- 
ings that say there's a I-o-n-g, tough 
day ahead? 


Well, if that's the case, it’s time for you 
and your patients to enjoy a brighter 
greeting. How? Simple enough—new 
draperies, perhcos a change of wall 
colors and a new American Colortone 
Cabinet to rejuvenate your operatory. 


An American Cabinet in any of five 
handsome Colortone finishes will bring 
a distinctive, refreshing note of color to 
your operatory—and the natural-wood 
beauty of Colortone is at home in any 
setting. Pleasant change? Yes, and 
practical, too, for American Dental Cabi- 
nets are work-designed to make your 
every hour more productive. 


Pian now to see the complete line of 
American Colortone cabinets at your 
Dealer's display room. But don't delay 
—to insure early delivery it's wise to 
act today. 


FOR NATURAL BEAUTY 


DIVISION OF HAMILTON MANUFACTURING COMPA VO RIVERS, WISCONSIN 


: 
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THE SECOND EDITION 
OF THE 


AMERICAN DENTAL 
DIRECTORY 


Auailatle Now 


@ Lists more than 80,000 dentists alphabetically and geo- 
graphically including street address, city and state. 


@ Shows general practitioners and specialists. 
@ Indicates dental school attended and date of graduation. 
Included in this great directory is every dentist whose name 


can be verified. Invaluable for referring patients, looking up 
friends and classmates. 


Should be on the desk of every dentist and everyone who 
does business with dentists. 


ORDER DEPARTMENT 
AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago !1, Illinois 


Please send me a copy of the new American 
Dental Directory. Enclosed is my remittance of 


FILL IN 


AND MAIL 
TODAY 


4 
j 
$12.50. 
Please Print or Type 
a 
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of, professional samples 
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Hail 


PLEASE PRINT 


21-C 


State. 
* 76 Mill Road, Jersey City 6, N. J. 


We 


City. 


A-49 
ADEntat 
22 
Add g 


A-50 | 
“| like my 
: 
Vitallium appliance to re- 
place six upper anteriors 
and abicuspid, which were 
THERE IS A 


PRESCRIBE... 


VITALLIUM pPartiats 


FOR GREATER PATIENT SATISFACTION 
AND TO ENRICH YOUR PRACTICE 


LABORATORIES, Inc. 
NEW YORK CHICAGO 
LABORATORY NEAR Y 
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S.S.WHITE DENTAL MFG.CO.,.PHILADELPHIA 5, PA. 
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7-4 New USER PACKERS 
a Zine Cement New Package 
| 


/ 
Meets the Highest Requirements 
al for a Zinc-Phosphate Cement 


Reliable, durable and satisfying for all 

’cementing operations. For a dressing seal, 
liner, step or base. 
For permanent fillings in deciduous teeth we ioe 
and temporary fillings in permanent teeth. 
Easy to use; mixes smooth; ample setting tration, germicidal. "The gree 
time . . . Compared with A.D.A. Specifi- darkens 
cation No. 8, has 40% higher crushing 
strength; 3 times the resistance to oral 
fluids; half the allowable film thickness. 


ZINC CEMENT IMPROVED 
New USER 
PACKAGE 


N nt it 
| Full portion powder No. Pure White 
| Full portion powder No. 12 Tooth Yellow ‘and inteys pes 
| Full portion powder No. 13 incisal Gray Note 5. White Zine cone 
1 Full portion powder No. 14 Gingival Brown Gamat 
2 Bottles liquid | Powder measure ed Copper Cement powders, 
Trial powder No. 12 Trial bottle liquid 
fell portien, 


PRICE $5 bottle 
Cement Improved and 
Rete) Copper Cement con be 
on with Zine Cement 
in quantity peckege 
sortment, 


“OVER A CENTURY OF SERVICE TO DENTISTRY 
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has been individually in- 
spected Sy treined examin- 
ers at every stege ef monu- 
focture. this Individwe! 
inspection is your osswrance 
that Ash Burs are op sharp 
— as perfect 6s core one 
skill mcke Ber the 
utmost la eosy, speedy per 
free cevity preparation, 
your canveniente ye 
patient's comfort ese 
Ash Burs. 


NEW SIZES! 
(for use in Miniatur« 
Heed are cow ovellable in sizes 6 and 


ASH (BRACKET TABLE) 
BUR ASSORTMENT 
Assortment comprises: ¥ doz. Ash Burs for Angle hand- 
piece; 3 doz. Ash Burs for Straight hondpiece, and 
dos, Ash Minioture Burs (12 doz. Ash Surs in oli). 
Stond Is curved te fit the rim of the bracket table and 
economize space. Bleck or Cream, 


127-131 Colt Street irvington 11, New Jersey 


Trade Distribution Agents in USA, tor 
AMALGAMATED DENTAL ENGINEERING INDUSTRIES LTO., 
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your dental assistant 


individual trays 


QIK Mixes Like Plaster— 
Is Manipulated With Ease! 


SAVE TIME! SAVE EFFORT! 

Now you can make strong, rigid, 
individual impression trays in five minutes 
—with D-P Qik. There's no waiting for 
ingredients to go into solution. There's no 
critical period that must be carefully 
observed. You simply combine powder and 
liquid — mixing takes 45 seconds. You 
shape the plastic mix to fit the preliminary 
impression model — the tray air cures 

and is completed in 5 minutes. 
(Exposure of tray to heat hastens curing 
—saves even more time! ) 


dental perfection co. 


OTHER ADVANTAGES 


Not rubbery — adapts to 

base plate like compound 
—ideal for stabilizing 
shellac base plates — resists 
distortion from heat and 
pressure — wax adheres to it— 
molds are super clean 

after boiling out. 


for all Full and Partial 
Denture and Bridge 
Impression Trays —also 
for Bite Rims and Try-Ins. 
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USE QIK 
543 W. Arden Ave. 
Glendale 3, Calif. 


Looking for a particular dental article? Or 
a number of references on dental subjects? 
You'll find them quickly and easily in this 
complete, comprehensive Index. It lists 


thousands of articles from all of the im- 
portant journals published in the English 
language in 1948 and 1949. Australia, Can- 
ada, England, India, New Zealand, South. 
Africa, and the United States are covered. 
Authors and Subjects are given and cross- 
indexed for convenience. In addition, you'll 
find lists of dental texts and journals. Origi- 
nal articles, editorials, abstracts, papers 
discussed before Societies . . all are here. 
Don’t waste time looking for the proverbial 
needle in a haystack. Order your copy of 
this valuable Index. Only a limited edition 
was printed—so to make sure you get a 
copy, write today. 


American Dental Association, 222 East Superior Street, Chicago 11, Illinois 
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STORY BOOK FOR 


Useful for School Teachers 


DESIGNED 
ESPECIALLY 
FOR YOUR 
CHILDREN 


VISI 
THE 


WRITTEN IN 
THE CHILDREN’S 
OWN LANGUAGE 


ILLUSTRATED IN 4 COLOR 


SIZE 6X10 INCHES @ 20 


PRICES: 
25 copies—$5.00; 50 copies—$8.75; 100 copies—$15.00 


Order Department x 
AMERICAN DENTAL ASSOCIATION 


222 E. Superior Street 
Fill in Chicage 11, Illinois 


; Please ship me ______._ copies of Frank Visits 
and the Dentist at $___. My remittance is enclosed. 


Name: 


(Please Type or Print) 
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Do you have the 1950 fi | American Dental Directory? 


lf you do, you can keep it up-to-date by subscribing to 

the QUARTERLY CUMULATIVE SUPPLEMENT 

to the American Dental Directory. Each issue of 
the Supplement brings all Directory information 
up-to-date. It includes every change that has occurred 
in the Directory since forms for the 1950 
American Dental Directory were closed on 

June 1, 1950. It is made so it can be attached easily 
to your Directory. 

The Quarterly Cumulative Supplement is sold 

on a subscription basis at $25.00 a year. 

The first subscription is for one and a half years 
(June, 1950 to December 31, 1951) and the price 

is $37.50. Beginning 1952 the $25.00 rate applies. 
Use the coupon below to send in your order today 
so your 1950 American Dental Directory will retain 
maximum usefulness. 

If you are not a 1950 Directory owner, then order 

a copy of the Directory at the same time. 

You will wonder how you got along without it. 


Subscription department AMERICAN DENTAL ASSOCIATION, 222 E Superior St, Chicago 1, Illinois 


Please enter my C) ! copy of the American Dental Directory, 1950 edition $12.50 
American Dental Directory | subscription to the rterly to the 


order as follows: American Denta! Dir for’ 1950-51 
Remittance Enclosed 
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ALL-PURPOSE 
BRATOR 


Scientifically engineered, the TM, though only 444” 

Comes hammerloid or 

finish. control switch avail- 
able at additional cost. Free literature 
available. Model 6H $17.50 


CONTROLLED AMALGAMATION & 

TM MATRIX RIBBON 
it's 
Steinless 

© Super-Finished 


© Visible Su 
10 loot roll. .$.75 


TOOTHMASTER CO, ®ACINE: 


Could you use a few extra doliars? 


Then sell us your old 
A.D. A. Journals. Copies of 
the following issues are wanted: 


We will pay $1.00 for each 
copy we buy. Write us today 
telling us which of the issues 
listed you are willing to sell. 


Purchasing Dept. 
AMERICAN DENTAL ASSOCIATION + 222 East Superior Street, Chicago 11, Illinois 
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. « for trays, inlays and HEAVIEST FLASKS! f 
| At last . . . a vibrator with three speeds with full oa ' 
power to take care of every in the office 
er: or the dental lab . . . from trays inlays to even ; ~ Se — 
the HEAVIEST FLASKS. 
| 
3 teils you exactly when mix Smoother 
ment ia the treat 
: with 
‘ head, funnel 
and massager 
+ « $10.50 
Wall Bracket 
Volume 40, No. 3 | 7 
March 1950 
4 Volume 40, No. 6 a 
June 1950 


more and more dentists 
are now using 


PONT FILM 


we ® Du Pont Dental X-Ray Film is supplied in “Pull- 
a A-Tab” Packets—an exclusive feature. Green 
tab clearly identifies tongue side of film. Tab 
flips packet open in one motion, and film is in- 
stantly ready for development. Saves time. 


® Dimple-dot on film assures accurate identifica- 
tion . . . indicates tongue side of film. 


® Optimum speed of Du Pont Dental X-Ray 
Film reduces tube wear, lessens patient dosage, 
cuts down chances of blurred image. 


® Wide exposure latitude . . . less affected by 
slight under- and over-exposure. 


® Sharp detail and high contrast of Du Pont 
Dental X-Ray Film produce diagnostic radio- 
graphs of exceptional brilliance and clarity. 


® Uniform fine quality of film emulsion gives 
clear and readable results every time. 


® Bive safety base of film facilitates 


DENTAL X-RAY FILM 


TRY THIS FINE FILM. Handy packages of 24 ; 
and 144, single- or double-coated, available : y 
through authorized dental supply dealers 


everywhere. E. I. du Pont de Nemours & Z ———— 
Co. (Inc.), Photo Products Department D2, 2 i 
Wilmington 98, Delaware. 


| A-62 
“24 | 7 
— 
‘ 
% 
| 
| 
| 
| 
| 
a 


gersonolize veer dental chaie 
beth patient and headrest pad. These 
-them in boxes. of 500, of 
between patients. Their high 
ering instruments. Available 
wo diameters: 13%" in boxes 
500's and 100's, and 13-1 
bones of 00's only: 


CLASSIFIED 


ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES FOR SALE 


FOR SALE: Established practice in North- 
ern Ohio. Pleasant college town. Modern 
equipment. Address A.D.A. Box 201 
FOR SALE: Well 
tice in large Ohio etely 
equipped. Ritter unit X-ray 
Leaving for school to specialize. Will sell 
to right person at reasonable + Avail- 
able immediately. Address A.D. Box 18. 
FOR SALE due to death: Completely 
equipped office in Eden Valley, Minnesota, 
eighty miles west of Minneapolis. Only prac- 
tice in town of 1000, with large, prosperous 
territory. Established 37 years. quipment 
nearly new. All the work you can handle. 
he Lag to Mrs. Rose Putnam, Eden Valley, 
nn. 
FOR SALE: Practice and equipment in Rio 
Grande Valley city of 10,00 opulation. 
One other dentist in town. Fit een years, 
same office. Retiring from practice. Price, 
$1500. Direct replies to Dr. N. L. Davidson, 
347 Van Eaton Avenue, Raymondville, Texas. 
e 


FOR SALE due to death: Complete new two 
chair dental office. Ritter equipment, 
motor chairs, x-ray. Ideal location. Direct 
replies to Mrs. L. C. Daniel, 408 Mills Build- 
ing, El Paso, Texas. 
R SALE: Desirable, modern, fully 
equipped two chair dental office now avail- 
able in rominent rofessional building. 
Ritter units, x-ray, laboratory equipment. 
Owner called into service. Direct replies to 
217 Paramount Building. Cincinnati, Ohio. 
FOR SALE due to death: Dental practice 
and equipment in A-1 condition. Estab- 
lished 23 years. Two chairs, five rooms. Ad- 
dress replies to Mrs. E. R. Misner, Hender- 
son, Nebraska 
FOR SALE: Established dental office in sub- 
urban Boston. Same location for 30 years. 
Equipment in Ex condition. Owner retir- 
ing. Address A Box 19. 


LOCATIONS AVAILABLE 


FOR RENT: Dental office with ocean view, 
located on highway between San Diego 
and Los Angeles. Operating, reception and 
treatment rooms, baboratory and dark room. 
Direct replies to Mr. Birtcher, 1415 Coast 
Highway, Corona Del Svar California. 


FOR RENT: Dental office with established 
practice situated in advantageous loca- 
tion Alden Park Manor partments, 
Dewroit Occupied for several years by pros- 
erous dentist who has now oy home com- 
Binin office. Reasonable re Lease. 
r. Patton, LO.-7-7500, Detroit, Michigan. 


Advertisements cost $3.50 not exceeding 30 
words, additional words 10c each. Commercial! 
agency advertisements, $3.50 for 20 words, ad- 
ditional words 13c each. Pyblisher reserves the 
right to determine classification. An extra fee 
of 25¢ is charged advertisers who have answers 
sent care of A.D.A. and in such cases we do 
not furnish name or address to inquirers. This 
rate applies for each insertion. 


FOR RENT: In Amherst, Massachusetts, a 

front office suite in a , building. Ideally 
suited for a dentist. Lovely college town. 
Direct replies to Gerald F. Hogan, M.D., 71 
N. Pleasant Street, Amherst, Mass. 


OPPORTUNITIES AVAILABLE 


WANTED: By gottantire ic foundation, 

dentists under 40 years of age for public 
health work. presting salary rate, $4,500.00 
per annum. Michigan licensure not required 
provided the individual is a graduate of an 
accredited dental school and is licensed in 
another state. For detailed 
write Kenneth R. Gibson, D.D. S.P. 
Director, Child Health Division, “Children’s 
Fund of Michigan, 660 Frederick St., Detroit 
2, Michigan. 


WANTED: Resident in Oral Surgery and 
dental intern beginning Jul 
Plicants for residency mus 
raduate or previous hospital training. 
ecent graduate accepted for internship. 
Training in all surgical and related sub- 
jects. Applicants must be graduates of ac- 
credited dental schools. Address Executive 
Director, Sinai Hospital, Baitimore 5, Md. 
(Approved by A.D.A.) 


WANTED: Idan or woman experienced as 

technician in orthodontist’s office. State 
age, references, salary expected, etc. Cen- 
tras Southwestern city. Address A.D.A. Box 


ANTED: Dentist to take over well estab- 
Witehed large vacated recently by 
death. Growing town of with large 
drawing Excellent for 
sale if desired. Contact W. D. Hamlin, M.D., 
Commercial Club, Henderson. 
eb. 


WANTED: Dentist with orthodontic train- 
ing for office in New York State. Perma- 
nent position, unlimited opportunity for 
right man. State all particulars in first com- 
munication. Address A.D.A. Box 21. 


DENTIST needed in town which has no 
dentist at present; drawing R° — 
1,500. For information write ert 

Barter, M.D., Mackay, Idaho. 


ORTHODONTIST — permanent association 
and portnerente in excellent practice lo- 

cated delightful suburb of New York 

City. Write, stating age, training and quali- 

fications, to Samuel Luloff, Attorney, 274 
adison Avenue, New York 16, N. Y. 


OPPORTUNITIES WANTED 
WANTED: Dental practice or location in 


Illinois, preferably DeKalb, Kane, congas 
county. Direct replies to A.D.A 
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DENTIST desires to purchase or establish 

private practice in active Illinois city. 
from service. Direct repiies 
to Dr. Raymond Towarnicki, 2935 N. Keat- 
ing Avenue, Chicago 41, Illinois. 


DENTIST seeks educational or research 

work in dentistry or allied fields. Full or 
part time. Downtown Detroit area preferred. 
sleonaee in New York State. Address A.D.A. 


GENERAL practitioner with postgraduate 
orthodontic training desires association or 
teaching position. Recent honor graduate. 
Own aie Licensed in three states. 
badge urnishing all particulars, to A.D.A 
ox 


EQUIPMENT FOR SALE 


FOR SALE: Coreco camera with all at- 
tachments. Like new—used very little. 
<4 ” Direct replies to N. J. onard, 

1108 Exchange Bldg., Memphis 3, 


EQUIPMENT WANTED 


WANTED: SSW Unit “J”; pump chair; 
American cabinet 201; floor model L* 
X-ray; gnathostat; model trimmer; cake 
adaptor; office furniture. Speck, age, © olor, 
condition and value to you. Direc 


, California. 
WANTED: In New York City or New Jersey 
area. SSW motor chair, Master unit, Amer- 
ican mobile cabinet 176, autoclave Kerr cast- 
ing machine, McKesson gas machine, stool; 
used. Address A.D.A. 


MISCELLANEOUS 


WANTED: Unusual toothbrushes and tooth- 
picks of years ago for my hobby collec- 
tion. Also any of the new recently ~——— 
designs. Dr. yrancs M. Blauston, 89 Court 
St., hite Plains, N 
WANTED: Old Dental Books—Orthodontia 
Journals; Old Dental Prints—Advertise- 
ments. Leo L. Bruder, 1 DeKalb Avenue, 
Brooklyn, N. ¥ 
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Burneice Larson, Director 
The Medical Bureau 


Palmolive Building 


OPPORTUNITIES AVAILABLE 


WANTED—(a) Oral surgeon to become 
associated with American Board pros- 
thodontist; Connecticut. 


| (b) Associate; general practice; resort 
city, 


(c) Dentist for full-time institutional 
position, Washington. 


(d) Pedodontist or general practi- 
tioner to associate with well estab- 
lished general practitioner; early - 
a university town; New York 
state. 


(e) Oral sur n to associate with oral 
surgeon well established, Southern 
California. 


(f) Dentist for full-time eeatones 
position; $5000-$6000; Michiga 


(g) Orthodontist to associate general 
Massachusetts. 


(h) Oral surgeon to associate with gen- 
well established tts- 
burg 
General practitioner; and 
clinic Washingto 


town, —e York sta 


(k) School dentist; West Virginia. 


Chicago |, Illinois 


(1) General practitioner or pedodontist 
to associate, general practitioner, long 
established, college town, assa- 
chesetts. 


(m) Public health dentist; administra- 
tive appointment; Pacific Coast. 


(n) Assistant; general practice; Chi- 
cago. 


(o) Dentists qualified for faculty ap- 
pointments; opportunities in various 
specialties. 


OPPORTUNITIES WANTED 


(a) YOUNG DENTIST completing year’s 
residency in oral surgery seeks i- 
tion in oral surgery recogniz by 
American Board. 


(b) ORTHODONTIST; D.D.S. North- 
western; recently completed graduate 
training orthodontia for which he re- 
ceived M.S. degree; successful general 
practice before specializing. 


(c) ORAL SURGEON; several years’ 
successful eneral practice before 
specializing; M.S. oral surgery; eligible 
American Board. 


PROSTHODONTIST; recently 

ved M.S. degree in Prosthetic éen- 
tistry; has taken American Board ex- 
amination; four years’ general practice 
before specializing. 
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OF MODERN DENTISTRY 


¢@ 


the beautiful new denture must 
be steadily used by the patient 
during the first critical weeks, if 
adaptation is to be successfully 
achieved. 


Particularly in the presence of 
anatomical or psychological dif- 
ficulties, Wernet’s Powder can 
help to keep the denture out of 
the bureau drawer, and in the 


WERNET DENTAL MPG. CO., INC. | 
Jersey City 2, N. J. 


Please send me,.without cost, an office supply 
of Wernet’s Powder. 


Dr. 


Address. 


City. 


a soft, resilient cushion that im- 
celerates complete mastery of 
the new prosthesis. 


The coupon will bring a compli- 

mentary office supply. 

Wernet Dental Mfg. Co., Inc. 
Jersey City 2, N. J. 
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A sampling of dental practice for a typical 
week in April 1950 revealed that 40%, more women 
than men see their dentist, the difference running 
as high as 80% in the 20-24 age group. On the 
average, dentists see 48.7 patients per week, which 
means that about 3,700,000 persons in the U.S. 
receive some dental care each week. 


The average age of the approximately 80,000 

dentists practicing in the U.S. is around 48 years, 

as contrasted with the average of 30 for the popula- 
tion as a whole. 


Queen Victoria's dentist, Edwin Truman, who 
introduced gutta percha as a base for artificial den- 
tures, received an annuity of £1,000 for 50 years from 
a grateful cable company to which he had suggested 
that this material be used to encase the Atlantic cable. 


Dental education continues to make great strides 


in the U.S., as reflected in the opening of three new 
dental schools since 1947: in the states of Washington, 
Alabama and North Carolina. 


Before England established her first dental 
school in 1859, the U.S. already had four in opera- 
tion. Other countries were even later, Canada setting 
up her first school of dentistry in 1875, Switzerland 
in 1881, Germany in 1884, Denmark in 1888, Austria 
and Italy in 1890, Russia in 1891 and France, leader 
of dental education in the 18th century, ia 1892. 


In 1557, Francisco Martinez published in Spain 
what is probably the first book in any language that 
confines itself wholly to the practice of dentistry. It 
is profusely illustrated and only five copies are known 
to exist. 

Karaya gum, the chief ingredient of Wernet’'s 
Powder, was introduced into the U.S. in the latter 
part of the 19th century, but large-scale use did 
not begin until after the First World War. Today 
imports average 2,500 tons per year. 
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© Designed for supplementary 
classroom reading in the upper 
grades. Also suitable for the 


AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street 
Chicago 11, Illinois 


Please ship me _______ copies of Everybody 
Smile at $__________. Remittance is enclosed. 


Fill in 
and 
Mail 

Today! 


Name: 


(Please Type or Print) 


Number Street 


City Zone State 
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| 
A new dental health education 
% dental office reception room. 
\ © Illustrated in four colors. Size 
| SE about 7 by 9 inches. 36 pages. : 
Prices: 25 copies—$7.85; 50 copies—$13.75; 100 copies—$23.50 
| Order Department | 
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You can pay MORE 
... but you CANNOT 
get finer quality! 


More value for your money .. . 
better dentures for your patients. 
New finer texture, for greater 
durability . . . plus a new shade 
of pink that simulates gum tissue 
more perfectly. Also light and 
dark pink . . . and clear. 


EXODONTIA MADE EASIER with this 
IMPROVED Automatic SURGICAL Mallet 
Complete with 6 Points $30.00 


Sold by Better Dealers Everywhere 


UNION BROACH CO., Inc. 
37 West 20th St. New York 11, N.Y. 


INDIAN HEAD 
MOUTH MIRRORS 


Dentistry’s Standard since 
(1908. All Sizes 1-6. Plane 


Bester Dealer Everywhere 
UNION BROACH CO. dae 
37 W.20 St. New York 11,N.Y 
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"s New Natural Pink Shade! New Finer Mesh! 

Denture Acrylic 

"specifications Mo. 12 of 
™ The J. Bird Moyer Co., Inc. * Phila. 6, Pa. & 7 
ARE YOU MOVING?| | 

Giving us advance notice will keep 
the Journal coming to you without 
3 interruption. Here's a handy form to - 
Write for illustrated booklet. use: 
| MAIL TO 2 

222 E. Superior St. 
iT Chicago 11, Illinois 


4 highes? 


Chemists will tell you that there’s no longer any great trick in 
producing a resin that is self-curing. But to make a resin filling 
material that cures with the highest possible degree of polymerization ” 
... with minimum residual monomer left in the filling... that’s the & 
notable research achievement in KADON. . 


The great practical advantages are high strength and low flow in 
the filling. These properties KADON provides its users in superior a 
measure for the good of esthetic dentistry. wy 


Other advantages: KADON looks alive in the tooth ... won’t wash 
out... won't kill the pulp. And its manipulation has been planned 
to suit the greatest convenience of the dentist. 


what research sought Kadon has 


; 
| 
4 
| | 
i 
| | Gault 
j 


— 


%v of materials for particular 
requirements is a highly important factor in the success of every 
restoration. Yet it is widespread practice to leave the decision for such 
selection to a local laboratory. That is why your nearby CAL-LAB accepts 
this reliance upon its judgement with grave responsibility and trust. That is 
why the Cal-Lab group and its Central Research Organization 
are constantly considering the properties of all dental materials. As a matter of 
fact, it is a strict Cal-Lab policy NOT to cast your partials 
with any pre-determined alloy, NOT to process your dentures with 
any pre-selected plastic, NOR to use any stone, tooth, or wax 
because of politics or prejudice—but to choose from all 
products available today, the best for each of the appliances 
you entrust to them. For service of the 
highest quality, call your Cal-Lab. 


ABORATORICS The CAL-LAB Growp 


Do you read CAL magazine? 
SERVICE Ask your CAL-LAB to send it to you! 


® REG. U.S. PAT. OFF. 
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YOUR TEETH 


is now available | 
A PAMPHLET for use in the dental office and schoolroom . . . to 
help the dentist and the teacher present dental health information 
on. 


e@ Number of teeth @ Function, shape and structure 
e Development Care of the teeth 


Prices: 25 copies—$3.40; 50 copies—$5.80; 100 copies—$9.95 
(Sample copy on request! 


AMERICAN DENTAL ASSOCIATION 


' 
i 
—-222 E. Superior Street 
| Fill in Chicago 11 inols 
Please send me copies of Your Teeth— A 
and how they grow at $ . My remittance is 
enclosed. 
Mail 
; ages (Please Type or Print) 
' or Print 
Today! |: 4 
Number Street 
City Zone State 
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THE GREAT 
NEW NAME 
_IN DENTAL 
| RADIOGRAPHY 


DUAL-X features the Ritter 
Lifetime Stabilizer — tube 
current automatically stabi- 
lized for the life of the 
equipment without adjust- 
ment at any time. 


THE RITTER X-RAY WITH THE 
EXCLUSIVE FEATURE OF 2 MACHINES 
IN ONE! 


Select your Technique for Better 
Controlled Diagnostic Quality in 
Your Radiographs 


VARIABLE TECHNIQUE... 
Set on variable, the Ritter DUAL-X allows you 
to control, independently, kilovoltage and 
milliamperage. As a result, the DUAL-X pro- 
vides clear, sharply defined radiographs of 
greater diagnostic value. Long distance radio- 
graphic techniques and profile radiography 
become routine due to the ease of DUAL-X 
adjustment. 


STANDARD TECHNIQUE... 
Set on standard, the Ritter DUAL-X is ready 
for your routine examinations. With this set- 
ting kilovoltage and milliamperage do not 
need to be adjusted. A reading of 10 milli- 
amperes remains constant for all radiographs. 
You or your nurse can make routine examina- 
tions easily . . . in a minimum of time. 

Ask your Ritter Dealer for a demonstration of 
this Ritter Dual-X today. 


Ritte 


COMPANY INCORPORATED 


RITTER PARK, Ny. 


j A-73 
di 
: 
4 
rig 


LOOK 


at the messages from leading 
dental manufacturers which ap- 
pear in this issue of your Journal. 


what these manufacturers say 
about their products and equip- 
ment. 


that products to be advertised in 
your Journal must first pass the 
scrutiny of the American Dental 
Association's official standard- 
izing agencies. When ordering 
these products please tell your 
dealer that you read the adver- 
tising in your Journal. 
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Acralite Company . ob 
American Cancer Society . er 
American Red Cross ................-A-24 
Ash, Claudius & Sons Co. ............A-54 
Astra Pharmaceutical Products Inc. . .. .A-41 
Austenal Laboratories ..........A-50, A-51 


Caulk Co., The L. D. ..... -A-70 


Classified Advertising . A-64, A-65 
Coe Laboratories ... .. . A-71 
Columbia Dentoform Corp. . -A-30 
Columbus Dental Mfg. Co. ............ A-5 


Colwell Publishing Co. ...............A-Il 
Cook-Waite Laboratories ....... .A-58, A-59 
Corega Chemieal Co. ...............-A-49 
Crescent Dental Mfg. Co. ..............A-8 


Dental Perfection Co. in -A-55 
Dentists’ Supply Co. of N. Y. "2nd ‘Cover, 
4th Cover, A-2, A-3 
Dunhill of London, Alfred ........... "A-35 
Du Pont de Nemours & Co., Inc. E. I. . .A-62 
Durallium Products Corp. . -A-20 


Friedman Specialty Co. .............-A-39 
General Electric X-Ray Corp. ........A-34 


Hamilton Mfg. Co., Dental Div. ......A-47 
Hanau Engineering Co. 
Handy & Harman . 


INDEX TO ADVERTISEMENTS 


Johnson & Johnson .................-A-63 


King’s Specialty Co A-8 
Lactona, Inc. A-7 
Linen Supply Assn. ...............+.-Acll 


Master Appliance Mfg. Co. ...........A-38 


Medical Protective Co. .............. A-36 
Merck & Co. 
Mosby Ceo., C. Vv. we A-42 


Moyer Co., Inc., J. Bird...............A-69 
Myerson Tooth Corp. ...............-A-12 


National Dairy Council . re 
North American Philips Co. .. -A-25 
Novocol Chemical Mfg. Co. . sangre 
Professional Printing Co. 
Physicians & Health ‘Ana. -A-39 
Reserve Plan ........ Pe 


Squibb & Sons, E. R. ...........+.+.-A-16 
Standard Dental Products ...........-A-33 


U. &. Savings Bands A-4 


Union Broach Co. ............-A-38, A-69 
Vernon Benshoff Co. 


Wernet Dental Mfg. Co. ........ A-66, A-67 
White Dental Mfg. Co., The S. S. -A-52, A-53 
Whitehall Pharmacal Co. . -A-17 
Williams Gold Refining Co. -A-23 
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Be first with the finest... 


are exact copies of attractive, natural teeth 
and because the blends of Trubyte New Hue 
Shades are so alive in appearance, 

you can now produce dentures that are 
definitely better looking and more natural. 
Because Trubyte Bioform Porcelain is 
“vacuum fired” and consequently denser and 
stronger, these same natural looking dentures 
will be more serviceable and more durable. 


trubyte | 


You can depend 
on Trubyte 


The Result of Recent Biological Discoveries and of Important Developments 
in the Manufacture of Porcelain Teeth . . . 


Actual copies of attractive natural teeth 

Each size a duplication of another set of natural anteriors 

Harmonize with the outline form of the face, profile and cheek planes 
‘Vacuum fired porcelain” —denser, stronger and more “alive” in appearance 
New blends in Trubyte New Hue Shades — react to all lights in much the 
same way as do natural teeth 

The shades are approximate reproductions of Trubyte New Hue Shades. 
There are slight variations in the shades of Trubyte Bioform Teeth as is 
characteristic of fine, natural teeth 

New pin position — increases the retention of the tooth and adds to its strength 


The fully formed linguals are comfortable to the tongue and aid phonetics 
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